
Acknowledgement of Receipt of Notice

Drake Chiropractic, PLLC.
8283 Owasso Expwy, Suite B

Owasso, OK 74055
I hereby acknowledge that I have read Dr. Drake’s Notice of Privacy Practices.  

Patient Name:  _____________________________________   Date: ________________







(Please print name)
Signed: ________________________________________________    




(Must be at least 18 years of age)
If not signed by the patient, please indicate.

Relationship:





(
parent or guardian of minor patient





(
guardian or conservator of an incompetent patient





(
beneficiary or personal representative of deceased patient

************************************************************************
For Office Use Only:

(
Signed form received by:  ______________________________


(
Patient requested a copy for their personal records.


(
Patient read the notice in the office and did not take a copy for their records.
(
Acknowledgment refused.
Reasons for refusal:




_________________________________________________________





_________________________________________________________




_________________________________________________________








