
 



 



 



 



 



 
 

 

HIPPA  

Acknowledgement of Receipt 

of Notice of Privacy Practices 
I certify that I have received a copy of Achilles Prosthetics & Orthotics Notice of 

Privacy Practices.  The Notice of Privacy Practices describes the types of users and 

disclosures of my protected health information that might occur in my treatment, 

payment of my bills or in the performance of the aforementioned facility’s health 

care operations.  The Notice of Privacy Practices also describes my rights and the 

facility’s duties with respect to my protected health information.  The notice of 

Privacy Practices is posted in the office at 503 N. Franklin Turnpike, Suite 12, 

Ramsey, NJ 07446. 

Achilles Prosthetics & Orthotics reserves the right to change the privacy practices 

that are described in the Notice of Privacy Practices.  I may obtain a revised Notice 

of Privacy Practices by calling the office and requesting an updated copy be mailed 

to me, or by asking for one at the time of my next in person office visit. 

 

Date: ______/ _______/ _______ 

 

Signature: ____________________________________________________________________________ 

 

Printed Name: _________________________________________________________________________ 

 

I am the:     ☐Patient     ☐Relative/Next of Kin   ☐Personal Representative/ Relative* (see below) 

If “Personal Representative” was checked, please describe your Authority with regard to Patient: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 


