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PATIENT ACKNOWLEDGEMENT OF RECEIVING 
NOTICE OF PRIVACY PRACTICES 

 
 

I (please print your name) ______________________________, acknowledge that I was provided with a copy of the 
Notice of Privacy Practices of Thera Dynamics Physical Therapy, S.C. 
 
Please refer to the Notice of Privacy Practices for more information regarding release of your health information and 
your right to access your health information. 
 
Signature:  ______________________________    Date:  _______________ 

 
 
 


