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Acknowledgement of Receipt of Privacy Practices
HEALTH SERVICES

Patient’s Name:

Patient’s DOB:

I have received the Notice of Privacy Practices from Third Street Family Health Services.

Signature of Patient / Parent / Guardian Date

\ Permission to Leave Messages

We rely on your permission to leave messages regarding reminder appointments and to request contact from
you at the phone number you give us. No medical information will be released without your permission.

Please initial all that apply. If nothing is initialed, it will be assumed that no messages may be left.

Home / Contact Number

I give permission for Third Street Family Health Services to leave a message on my
answering machine at my home phone number or contact number.

Do not leave a message at my home phone number or contact number

Work Phone Number

I give permission for Third Street Family Health Services to contact me at work.

YES may leave a message NO do not leave a message

OFFICE USE ONLY IF PATIENT DID NOT SIGN

In lieu of patient signature, I, , a staff member of Third Street Family Health Services state
that the above listed patient has been given our current notice of privacy practice.

Reason patient did not sign:
Signature of TSFHS Staff: Date:
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