

Receipt and Acknowledgement of Notice

Patient/Client Name:

Date of Birth:

Social Security Number: 

I hereby acknowledge that I have received and have been given an opportunity to read a copy of Child & Adolescent Integrated Health Notice of Privacy Practices. I understand that if I have any questions regarding the Notice or my privacy rights, I can contact Brigid Christianson LISW, RPT-S at 9 2nd Street NW, Mason City, Ia.

Signature of Patient/Client
Date

Signature of Parent, Guardian or Personal Representative*
Date

*
If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power or attorney, healthcare surrogate, etc.).

Patient/Client Refuses to Acknowledge Receipt

Signature of Staff Member
Date
Child & Adolescent Integrated Health


Brigid Christianson LISW, RPT-S


641-424-7068


9 2nd Street NW


Mason City, Iowa 50401


Fax 641.423.3836





Over 30 Years of Service








