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 TRI-COUNTY PULMONARY AND SLEEP CLINIC 

ACKNOWLEDGEMENT OF RECEIPT OF 
PATIENT NOTICE OF PRIVACY PRACTICES 

 
  

I acknowledge that I have read and/or received a copy of the Tri-
County Pulmonary and Sleep Clinic Patient Notice of Privacy 
Practices.  I have read it and have had an opportunity to ask 
questions (as it relates to my healthcare), and I agree to its terms. 

  
 

   
PATIENT SIGNATURE  DATE 

 
 
 
FOR PATIENTS REPRESENTATIVES: 
My relationship to patient, ______________________________, 
is________________________.  And I have signed this consent on 
the his/her behalf. 
 
 

   
PATIENT’S REPRESENTATIVE  DATE 

 


