
        PATIENT STICKER 
   

   
 

 PATIENT HIPAA AND BILL OF RIGHTS ACKNOWLEDGEMENT 
 

I do hereby consent and acknowledge my agreement to the terms set forth in the HIPAA PRIVACY NOTICE and the 
PATIENTS’ BILL OF RIGHTS AND RESPONSIBILITIES and any subsequent changes in office policy. I understand that this 
consent shall remain in force from this time forward.  
 
 
 
Patient Signature:  ____________________________________________________  Date:  _________________________ 
 


