
Brenda Kizor
MA, MFT
1801 Highway 50 East, Suite H
Carson City, NV 89701

Acknowledgment

I hereby acknowledge that I have received a copy of the Privacy Practices Notice.

Signature:_________________________________________  Date:________________

Print Name:_______________________________________



Acknowledgment Refused

On this date, the undersigned patient refused or failed to acknowledge receipt of the 
Privacy Practices Notice.

Date:_________________

Name of Patient:____________________________________

Reason for refusal/failure:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Signature of Therapist:________________________________

Signed copy of this page to be filed with patient’s record.


