
Please sign this form after reviewing our Notice of Privacy and 
bring to the office for your first visit 

 

 

Blair S. Lewis, M.D., P.C. 

Patient Acknowledgement of Receipt of Notice of Privacy 
Practices for Protected Health Information 

 

Date:_________________ 

 

Signature of Patient or Representative:_____________________ 

 

Patient’s Name (printed):________________________________ 

 

Name of Representative (if applicable):_____________________ 

 

Relationship to Patient (if applicable):_______________________ 

 

 


