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WEST CENTRAL SURGICAL CENTERS 
 

Notice of Privacy Acknowledgement 

 

 

 
Patient Name:_______________________________________________________________ 

Printed Name 

 

I understand and acknowledge the receipt of the Health Insurance Portability and 

Accountability Act (HIPAA). 

 

Signature:____________________________________________________________ 

 

Date:_____________________________________________ 

 

Patient is unable/unwilling to sign for the following reason: 

 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 

□ Notice of HIPAA was given to patient.  (Please check) 

 
 

Employee signature:____________________________________________________________ 

 

Date:_________________________________________________________ 


