
 
 
 
 
 

ACKNOWLEDGEMENT OF PRIVACY NOTICE  
 
 
 
 

I acknowledge receipt of the Northwest Allied Physicians privacy notice.  I have read the 
notice and understand the practice policy. 
 
 
Patient Name (print): ______________________________________________________ 
 
Patient Signature: _________________________________________________________ 
 
Date: ________________________ 
 
 
 
 


