ﬁkocky Mountain
Natural Health Clinic

Privacy Practices Acknowledgement

Acknowledgement Form

I have received the Notice of Privacy Practices and I have been provided the opportunity to review it.

Name | | Birth Date |

Signature

Date | |

A copy of the Privacy Practices is available to you if you would like a copy. Please ask at the front desk.

Insurance Information

Insurance Company |

ID number | | Group Number |

Primary Insured Person | | Primary DOB |

List all family members on the card |

Effective Date (if any) | |

Payment is due at the conclusion of each day’s service. We will provide the
necessary forms for your submission of claims to your insurance company. We bill
for Blue Chip children only.



