
 
Aurora Clinic 

Notice of Privacy Practices Acknowledgement 
 
 
 
 
 
I have received the Notice of Privacy Practices as evidenced by my signature/date below. 
 
 
____________________________________________ 
Patient Printed Name 
 
 
____________________________________________ ________________________ 
Patient/Legal Representative Signature Date 
 
 
____________________________________________ 
Relationship to Patient if Not Signed by Patient 


