
     PRIVACY PRACTICES ACKNOWLEDGEMENT

I HAVE RECEIVED AND BEEN GIVEN THE OPPORTUNITY TO REVIEW,
     THE DERMATOLOGY CENTER OF WILLIAMSBURG’S PRIVACY PRACTICES.

   *(READING MATERIAL IS ON THE SECOND SHELF OF THE COFFEE TABLE)*

PRINTED NAME__________________BIRTHDATE_____/_____/_____

SIGNATURE_____________________
PATIENT/ RESPONSIBLE PARTY

DATE____________


