Quality Choice Hearing Aid Center, Inc
Acknowledgement of Receipt of Notice and Insurance Information
I hereby acknowledge that I have read this notice of Privacy Practices.
Yes______
No_____  I wish to receive a copy of Notice of Privacy Practices.

Signed___________________________________________
Date______________

If not signed by the patient, please indicate relationship:

_____Parent or Guardian if patient is a minor

_____Guardian or conservator of an incompetent patient

_____Beneficiary or personal representative of deceased patient

Name of Patient (If different from above)_______________________________________
