The Equality Clinic

ACKNOWLEDGMENT OF RECEIPT OF PRIVACY NOTICE
[bookmark: _GoBack]

Patient Name: _______________________________________________________________________________

By signing below, I acknowledge that I have received a copy of the Privacy Notice of The Equality Clinic.

___________________________________________________________________________
Signature of Patient or Legal Representative

___________________________________________________________________________
Printed Name of Patient or Legal Representative

___________________________________________________________________________
Date

___________________________________________________________________________
Description of Legal Representative’s Authority

CONTACT INFORMATION

The contact of the patient or legal representative who signed this form should be filled in below.

Address: ___________________________________________________________________________

___________________________________________________________________________

Daytime Phone: ___________________________________________________________________________

Evening Phone: ___________________________________________________________________________

Email: ___________________________________________________________________________
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