
ACKNOWLEDGEMENT OF RECEIPT 
OF 

NOTICE OF PRIVACY PRACTICES 

I acknowledge receipt of the Rimrock’s Notice of Privacy Practices and have 
been given the opportunity to review it. 

_________________________________________________________ 
Patient Name            (Please Print) 

_________________________________________________________ 
Patient Signature 

Date:________________________________ 

____________________________________________________ 
Personal Representative 

To Staff: If the patient refuses to sign Acknowledgement of Receipt, please 
state the reason: 

__________________________________ ___________________ 
Employee Name  Date 

RF-475, 12/13 

_______________________________________________________________________
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