
 
 
 
 
 
 
 
 
 
 

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

 

 

 

 

Patient Name _________________________________________________

 

I hereby acknowledge that I have received the Notice of Privacy Practices 

statement of ANI Neurology PLLC dba Alzheimer’s Memory Center Care.

 

 

 

Signature _________________________________  Date ______________


