
 

 

 

Acknowledgement of Receipt of 

Notice of Privacy Practices for Protected Health Information 

 

I, _________________________________________________ (print patient name), 

do hereby acknowledge receipt of a copy of the Notice of Privacy Practices, Policies, and 

Procedures. 

(Patient Signature) ________________________________________ 

 

 (Date) ________________________________________ 

In the event this request if made by the patient’s representative/guardian: 
 

________________________________________ 

 

In the event this request if made by the patient’s representative/guardian: 

 

(Representative/Guardian) (Date) 

 

Magnolia Personalized Medicine , Staff/Witness (Date) 

 

 

 

17505 N 79th Suite 213/I Ave, Glendale, AZ 85308 

623-734-2473/ fax 844-413-9024 

 


