
  

 

 
 
 
 
 

HIPAA ACKNOWLEDGMENT 
 
 
 

 
THE PURPOSE OF THIS DOCUMENT IS TO ACKNOWLEDGE THAT I HAVE RECEIVED A 
COPY OF THE “HIPAA PRIVACY ACT” FROM THE OFFICE OF DR. RAI. 
 
I AM AWARE THAT IF I HAVE ANY QUESTIONS REGARDING THIS PRIVACY ACT I CAN 
CONTACT THIS OFFICE STAFF. 
 
 
 
 
 
 ____________________________________  _________________________ 
PATIENT SIGNATURE     DATE 


