








Acknowledgement of Receipt 

Midwest Pulmonary Associates 

NOTICE OF PRIVACY PRACTICES 

By signing this page you acknowledge that you have received a 
copy of our Notice of Privacy Practices. 

Name of Patient 
--------------------------

Signature of Patient ________________________ _ 
( or Personal Representative) 

Print Name of Personal Representative 
------------------

(if not Patient) 

Date Signed ____________ _ 

Witnessed by __________________________ _ 

Effective Date: 09/05/2014 

Midwest Pulmonary Associates 
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