
NOTICE OF PRIVACY PRACTICES 
Acknowledgement of Receipt 

Patient’s Name:___________________________________  Date of Birth:______________________ 

Bellingham Natural Family Medicine, PLLC is required to provide you with a copy of its Notice of Privacy 
Practices and to obtain written acknowledgement, if possible, that you have received it.  The notice outlines the 
types of uses and disclosures that may occur involving your protected health information, describes your rights 
and explains how you may exercise those rights.  Please read it carefully.  If you have any questions concerning 
the management of your healthcare information at Bellingham Natural Family Medicine, PLLC, or if you wish to 
inquire about your rights or to schedule an appointment to view your medical record, please call us at (360) 
738-7654. 

I hereby acknowledge that I have received a copy of Bellingham Natural Family Medicine, PLLC’s Notice of 
Privacy Practices. 

Patient’s Signature:_____________________________________________________  Date:________________ 

Guardian/Representative’s Signature:_____________________________________  Date:________________  

Relationship to Patient/Representative’s Authority:_______________________________________________ 

 

            

Bellingham Natural Family Medicine   ∗   1810 Broadway   ∗   Bellingham, WA 98225   ∗   360-738-7654

OFFICE USE ONLY:  Unable to Obtain Acknowledgement 

I hereby affirm that Bellingham Natural Family Medicine, PLLC has made a good faith effort to obtain a 
written acknowledgement from the above named patient. 

Staff member’s initials:____ 

o Patient was offered form but refused to sign 
o Patient is physically unable to sign acknowledgement 
o Other______________________________________


	DOB: 
	Patient Sig Date: 
	Patients Name: 
	Relationship: 


