Surgery Center of Weston, LLC

2300 N. Commerce Parkway, Suite 206

Weston, FL 33326

Phone: 954-217-3101 Fax: 954-217-3152
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Date: _____________________________

I hereby acknowledge that I have received and had an opportunity to ask questions concerning the above named center’s Notice of Privacy Practices.

Print Patient’s Name:_____________________________________________________________

Patient Signature or Patient’s Representative: _________________________________________

If signed by Representative, write name of Representative: _______________________________

Relationship to Patient: ___________________________________________________________


