Lancaster
Cancer Center

Care Beyond Treatment

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Patient Name: Date of Birth:

| acknowledge that | have received, or have been offered the opportunity to receive,
a copy of Lancaster Cancer Center’s Notice of Privacy Practices, which explains

how my health information may be used and disclosed, and how | may access

this information.

[ | received a copy of the Notice of Privacy Practices.

O 1 declined a copy but was informed how to access it.

Patient/Personal Representative Signature:

Printed Name (if representative):

Relationship to Patient:

Date:

For Office Use Only
If acknowledgment is not obtained, provide a reason:

[0 Patient declined to sign
O Patient unable to sign due to

O other:

Staff Member Completing Form: Date:
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