Aurora Imaging 
Acknowledgment of Notice

Of Privacy Practices 
Name: ______________________________________________

                                     Please Print name here

Date of Birth : _______________
I acknowledge that I have received a written copy of the Notice OF Privacy Practices. If I am not the patient, I represent that I am authorized by law to act on the patient’s behalf.

__________________________________         _______________________

Signature 





                 Today’s Date

If not signed by patient, indicate authority to act for patient:_____________

                                          FOR OFFICE USE ONLY

                          Complete if no Acknowledgment can be obtained
We attempted to obtain written acknowledgment of receipt of our Notice of 

Privacy Practices but acknowledgement could not be obtained for the patient

Or the patient’s authorized representative because:



____ Individual refused to sign



____ Other (please describe) _____________________ _______________________________________________________

_________________________      

____________________

Signature and title




Date
