
  

 

                                                  
    

 
 

 

 

 

                                                                      

 
 

 

 
 

Please read carefully:
Instructions: Please type the number that best describes the question being asked.

Note: If you have more than one complaint, please answer each question for each individual complaint and

indicate the score for each complaint. Please indicate your pain level right now, average pain, and pain at 
its best and worst.

Example:
 

   
Headache 4

   
Neck 7

  
Low Back 6

 

No pain_________________________________________________________________Worst Possible Pain 

  0 1 2 3 4 5 6 7 8 9 10 

 

1. What is your pain Right now? 

No pain_________________________________________________________________Worst Possible Pain 

  0 1 2 3 4 5 6 7 8 9 10 

2. What is your TYPICAL or AVERAGE pain? 

No pain_________________________________________________________________Worst Possible Pain 

  0 1 2 3 4 5 6 7 8 9 10 

3. What is your pain AT ITS BEST (How close to “0” does your pain get at its best)? 

No pain_________________________________________________________________Worst Possible Pain 

  0 1 2 3 4 5 6 7 8 9 10 

3. What is your pain AT ITS WORST (How close to “10” does your pain get at its worst)? 

No pain_________________________________________________________________Worst Possible Pain 

  0 1 2 3 4 5 6 7 8 9 10                 

 

Name:______________________     Date:___________________________   

Primary Complaint:

Secondary Complaint:

 
 

To fill in these interactive PDF forms
1. Click inside each text field and type your response.
2. Left click inside each check box to mark that box
3. When you are done click file, save as and name it "Your name HH 
paperwork", then email it back to us by replying to the email we sent it to
you with and then uploading it to the email as an attachment.

Type the location and side of your
Complaints



 

  
#1 Case: _____  

Consent to Treat  
I hereby give permission to the doctor to release any information requested by my insurance company 
in the course of my examination and treatment.    
I hereby authorize and direct my insurance benefits to be paid directly to this doctor's office.  I 
understand that I am financially responsible for all non-covered services and/or expenses.  
I hereby authorize employees of Hemmett Family Chiropractic to contact me via telephone or leave a 
message at my home phone in order to give me results of clinical tests and schedule or remind me of 
appointments.  
  

Patient's/ Guardian's Name (Print): _________________________________ 
  
Patient's/Guardian's Signature:________________________________________   
 

Date of Birth:______________________  
 

Date: ___________________  
  

Please type your signature



     

                                           

 

 

 

    

 

 
 

 

 
 

  
                                           

 

 
 

 
 
 
 

 
   

Confidential Patient Data #1 Case:_________

IF YOU NEED ANY ASSISTANCE COMPLETING THIS FORM, PLEASE ASK THE RECEPTIONIST

Name:_________________________Date of Birth:_______________Today's Date:________

Address:________________________  City:_________________ State:____ Zip:_________

Home Phone:________________Work Phone: ___________ Email:____________________

Social Security #:______________________ Age:______ Number of Children__________

Marital Status:      Married       Single      Divorced      Separated       Other________________

Name of Spouse or Nearest Relative:______________________  Phone:________________
Your Occupation________________________Your Employer:___________________
Height:______   Weight ______   Dominant Hand ____________

We would like to make this as transparent an experience as possible. If you have any questions/concerns regarding
your health care or finances please do not hesitate to ask!

How were you referred to our office: Doctor        ________________  Friend/Family Member – Name?
___________     Location Facebook Instagram Website Other?________________

All copays, deductibles and coinsurances are due at the time of service. How will you be paying for
your visit today?  CASH   CHECK   Credit Card    All patients with a deductible must keep a credit

card on file. Everyone else may keep one on file for convenience.

What are your goals for your treatment with Hemmett Health?_______________________ 
________________________________________________________________________
What are your fears/concerns for your experience with Hemmett Health?______________ 
________________________________________________________________________

MEDICAL/FAMILY HISTORY: S = Self   M = Mother    F = Father

(Please indicate which conditions have been experienced by the above by marking appropriate boxes). 
     S   M   F    S   M   F                            S   M   F 

Multiple Sclerosis  □    □    □ Dislocated joints □    □    □       Neck pain          □   □    □   

Anemia   □    □    □ Poor circulation  □    □    □       Nervousness     □    □    □  

Arthritis   □    □    □ Tuberculosis  □    □    □       Numbness         □   □    □  

Asthma   □    □    □ Headaches  □    □    □       Polio                  □    □    □  

Back pain  □    □    □ Heart trouble  □    □    □       Epilepsy            □    □    □  

Bladder trouble  □    □    □ Reproductive disorders □    □    □       Hepatitis            □    □    □  

Bone fracture  □    □    □ High blood pressure □    □    □       Lupus                □    □    □  

Cancer   □    □    □ HIV/ARC  □    □    □       Rheumatism      □    □   □  

Chest pain  □    □    □ Kidney disorder  □    □    □       Fevers               □    □    □  

Concussion  □    □    □ Bowel control loss □    □    □       Convulsions       □    □   □   

 
 

 
                                  

     
 

 
                                                                                                                                   

 

Have you ever had any of the following conditions or diagnoses? (Check boxes that apply/describe)

Alcoholism/ Drug problems                  Fibromyalgia                                    Physical or sexual abuse 
Allergies- list below                              Head Injury Raynaud's (cold hands and feet 
Ankle swelling                                      Hearing loss/problems                     Seizures
Arthritic conditions                               Hypothyroid/ Hyperthyroid                Sexually transmitted disease 
Bone fracture                                       Irritable bowel syndrome                  Smoking history
Childhood bladder problems               Joint Replacement                            Sports injuries
Chronic Fatigue Syndrome                 Joint Replacement                            Stress fracture  
Depression                                          Latex sensitivity                                Stroke 
Diabetes                                              Low back pain                                   TMJ/neck pain 
Emphysema/ chronic bronchitis          Pelvic pain                                         Vision/eye problems                                                                

Other/ Describe: ___________________________________________________________________ 

 



 

 

 

 

Have you had previous chiropractic care? Doctor____________________When_______________________  
Primary Care Physician  Name____________________Office location_______________Phone #___________ 
May we update your PCP regarding your progress at our office?___________________ 

Have you been treated by a physician for any health condition in the last year?  □ Yes    □ No 
Describe Condition__________________________________  Date of Last Physical  Exam_______________ 

SURGICAL HISTORY:             

Date:________________1._____________________________________________  

Date:________________2.______________________________________________  

Date:________________3.______________________________________________  

Have you ever had a metal implant?    □Yes     □No                     

ACCIDENT HISTORY : □Job  □Auto   □Other  1. _____________________Date:__________________ 
    □Job  □Auto   □Other  2.______________________Date:_________________ 

            □Job  □Auto   □Other  3.______________________Date:_________________ 

 
 

 
 
 

 
 
 

 
 

 
 

 
 

 
 

 
  

  
 

 
 
 
 

 
 
 
 
 
 

 
 
 

 
 

    
 

 
 

 
 

 

PATIENT HISTORY:
Describe the current problem that brought you here: ______________________________________ 
________________________________________________________________________________ 
When did your problem first begin? please check one     days     weeks    months    years ago  _____ 
Was the first episode of the problem related to a specific incident? YES/ NO
Please describe and specify date _____________________________________________________ 
________________________________________________________________________________ 
Since that time is it: staying the        same        getting worse       getting better

Describe the nature of the pain: (i.e. constant burning, intermittent ache)
________________________________________________________________________________ 
Describe previous treatment/ exercises:
________________________________________________________________________________ 
Activities/ events that cause or aggravate your symptoms. Check all that apply
      Sitting greater than ______ minutes               with cough/ sneeze/ straining  

Walking greater than ______ minutes            with laughing/ yelling
      Standing greater than ______ minutes           with lifting/ bending
      Changing positions ( ie – sit to stand)             with cold weather
      Light activity (light housework)                        with triggers- running water
      Vigorous activity/ exercise ( run/ weight lift/ jump)         with nervousness/ anxiety
      Sexual activity                                                 No activity affects the problem
      Other, please list ______________________________________________________________ 
What relieves your symptoms? _______________________________________________________ 
________________________________________________________________________________ 
How has your lifestyle/quality of life been altered/changed because of this problem?
Social activities (exclude physical activities) specify: ______________________________________ 
Diet/ fluid intake, specify: ___________________________________________________________ 
Physical activity, specify: ____________________________________________________________ 
Work, specify: ____________________________________________________________________ 
Other: __________________________________________________________________________

What are your treatment goals? ______________________________________________________ 
What are your treatment concerns? ___________________________________________________

Since the onset of your current symptoms have you had (check boxes that apply):
   Fever/Chills                                                     Malaise (unexplained tiredness)

      Unexplained weight change                            Unexplained muscle weakness
      Dizziness or fainting                                        Night pain/ sweats
      Change in bowel or bladder functions             Numbness/ Tingling
      Other/ describe: _______________________________________________________________

Mental Health: Current level of stress        High       Medium        Low       Undergoing psych therapy 
Activity /Exercise (please check one):     None     1-2 days week      3-4 days week       5+ days week 



Describe Exercise Activities:_________________________________________________________________________ 
 
 
 
 

 
 

                         
 

 
 

SURGICAL/PROCEDURAL HISTORY:
      Surgery for your back/spine                                 Surgery for your bladder/prostate
      Surgery for your brain Surgery for your bones/ joints
      Surgery for your female organs                           Surgery for your abdominal organs
Other/Describe: ___________________________________________________________________

OB/GYN HISTORY (females only): 
 

 
          

Vaginal dryness
Painful periods
Menopause- when? _______ 
Painful vaginal penetration

      Childbirth vaginal deliveries # ____        
      Episiotomy #____
      C-Section #____
      Difficult childbirth #____  

 
 

 
  

 
 
 

 
 

 
         

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

  

      Prolapse or organ falling out                                  Pelvic pain
      Other/describe: _______________________________________________________________

Medications-     pills     injections     patch      Start Date                     Reasons for taking (explain below)
________________________________________________________________________________ 
________________________________________________________________________________ 
Over the counter medications: ________________________________________________________

PELVIC SYMPTOM QUESTIONNAIRE:
Bladder/ Bowel Habits/ Problems
        Trouble initiating urine stream Blood in urine
        Urinary intermittent/ slow stream                           Painful urination
        Trouble emptying bladder                                      Trouble feeling bladder urge/fullness
        Difficulty stopping the urine stream                        Current laxative use
        Trouble emptying bladder completely                    Trouble feeling bowel/urge/fullness
        Straining and pushing to empty bladder                 Constipation/ straining
        Dribbling after urination                                          Trouble holding back gas/ feces
        Constant urine leakage                                           Recurrent bladder infections
        Other/Describe:_________________________________________________________________

Frequency of urination: awake hours _____ times per day, sleep hours _____ times per night
When you have a normal urge to urinate, how long can you delay before you have to go to the toilet?
_____ minutes, _____ hours,      not at all
The usual amount of urine passed is       small       medium       large
Frequency of bowel movements ____ times per day, ____ times per week, or ____________________ 
When you have an urge to have a bowel movement, how long can you delay before you have to go to 
the toilet? _____ minutes, ____ hours,       not at all.
If constipation is present describe management techniques: __________________________________ 
Average fluid intake (one glass is 8 oz or one cup) ______ glasses per day
Of this how many glasses are caffeinated? ____ glasses per day

Rate a feeling of organ “falling out”/ prolapse pr pelvic pressure/ heaviness
None present

           Times per month (specify if related to activity or your period)
           With standing for ______ minutes or _____ hours
           With exertion or straining
           Other

*Skip questions if no leakage/incontinence
Bladder leakage- number of episodes                               Bowel leakage- number of episodes 

                                  
 

 
  

         No leakage
____ Times per day
____ Times per week
____ Times per month
         Only with physical exertion/cough

         No leakage
____ Times per day
____ Times per week
____ Times per month
         Only with physical exertion/cough  
 



 
 

  
 

 
                                        

 
 

 
 

 
 

 
 

On average, how much urine do you leak?                        How much stool do you lose?
No leakage                                                                 No leakage

         Just a few drops                                                         Stool staining
         Wets underwear Small amount on underwear

Wets outerwear                                                          Complete emptying
         Wets the floor

What form of protection do you wear? (Please complete only one)
         None
         Minimal protection (tissue paper/ paper towel/ pantishields
         Moderate protection (absorbent product, maxipad)
         Maximum protection (specialty product, diaper
On average, how many pad/ production changes are required in 24 hours? _____ # of pads 
 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 



Pelvic Floor Impact Questionnaire—short form 7 (PFIQ-7) 

Name______________________ DATE______________ 

DOB______________________ 

Instructions: Some women find that bladder, bowel, or vaginal symptoms affect their 
activities, relationships, and feelings. For each question, check the response that best 
describes how much your activities, relationships, or feelings have been affected by your 
bladder, bowel, or vaginal symptoms or conditions over the last 3 months. Please 
make sure you mark an answer in all 3 columns for each question. 

How do symptoms or conditions in the 
following 
usually affect your 

Bladder or 
urine 

Bowel or 
rectum 

Vagina or 
pelvis 

1. Ability to do household chores (cooking, 
laundry 
housecleaning)? 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

2. Ability to do physical activities such as 
walking, 
swimming, or other exercise? 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

3. Entertainment activities such as going to 
a 
movie or concert? 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

4. Ability to travel by car or bus for a 
distance 
greater than 30 minutes away from home? 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

5. Participating in social activities outside 
your 
home? 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit
 

6. Emotional health (nervousness, 
depression, 
etc)? 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit

7. Feeling frustrated? □Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 

□Not at all 
□Somewhat 
□Moderately 
□Quite a bit 



VULVAR PAIN FUNCTIONAL QUESTIONNAIRE (V-Q)

These are statements about how your pelvic pain affects your everyday life.  Please check one box for 
each item below, choosing the one that best describes your situation.  Some of the statements deal with 
personal subjects.  These statements are included because they will help your health care provider design 
the best treatment for you and measure your progress during treatment.  Your responses will be kept 
completely confidential at all times.

1. Because of my pelvic pain
 3 I can’t wear tight-fitting clothing like pantyhose that puts any pressure over my painful area.
 2 I can wear closer fitting clothing as long as it only puts a little bit of pressure over my painful 

area.
 1 I can wear whatever I like most of the time, but every now and then I feel pelvic pain caused 

by pressure from my clothing.
 0 I can wear whatever I like; I never have pelvic pain because of clothing.

2. My pelvic pain
 3 Gets worse when I walk, so I can only walk far enough to move around in my house, no 

further. 
 2 Gets worse when I walk.  I can walk a short distance outside the house, but it is very painful to 

walk far enough to get a full load of groceries in a grocery store.
 1 Gets a little worse when I walk.  I can walk far enough to do my errands, like grocery 

shopping, but it would be very painful to walk longer distances for fun or exercise.
 0 My pain does not get worse with walking; I can walk as far as I want to

 0 I have a hard time walking because of another medical problem, but pelvic pain doesn’t make 
it hard to walk.

3. My pelvic pain
 3 Gets worse when I sit, so it hurts too much to sit any longer than 30 minutes at a time.
 2 Gets worse when I sit.  I can sit for longer than 30 minutes at a time, but it is so painful that it 

is difficult to do my job or sit long enough to watch a movie.
 1 Occasionally gets worse when I sit, but most of the time sitting is comfortable.
 0 My pain does not get worse with sitting, I can sit as long as I want to.

 0 I have trouble sitting for very long because of another medical problem, but pelvic pain doesn’t 
make it hard to sit.

4. Because of pain pills I take for my pelvic pain
 3 I am sleepy and I have trouble concentrating at work or while I do housework.
 2 I can concentrate just enough to do my work, but I can’t do more, like go out in the evenings.
 1 I can do all of my work, and go out in the evening if I want, but I feel out of sorts.
 0 I don’t have any problems with the pills that I take for pelvic pain.

 0 I don’t take pain pills for my pelvic pain.

5. Because of my pelvic pain
 3 I have very bad pain when I try to have a bowel movement, and it keeps hurting for at least 5 

minutes after I am finished.
 2 It hurts when I try to have a bowel movement, but the pain goes away when I am finished.
 1 Most of the time it does not hurt when I have a bowel movement, but every now and then it 

does.
 0 It never hurts from my pelvic pain when I have a bowel movement.

Name:                                      ID#                                                                       Document #3 Case: _______



6. Because of my pelvic pain
 3 I don’t get together with my friends or go out to parties or events.
 2 I only get together with my friends or go out to parties or events every now and then.
 1 I usually will go out with friends or to events if I want to, but every now and then I don’t 

because of the pain.
 0 I get together with friends or go to events whenever I want, pelvic pain does not get in the way

7. Because of my pelvic pain
 3 I can’t stand for the doctor to insert the speculum when I go to the gynecologist.
 2 I can stand it when the doctor inserts the speculum if they are very careful, but most of the time 

it really hurts.
 1 It usually doesn’t hurt when the doctor inserts the speculum, but every now and then it does 

hurt.
 0 It never hurts for the doctor to insert the speculum when I go to the gynecologist.

8. Because of my pelvic pain
 3 I cannot use tampons at all, because they make my pain much worse.
 2 I can only use tampons if I put them in very carefully.
 1 It usually doesn’t hurt to use tampons, but occasionally it does hurt.
 0 It never hurts to use tampons.

 0 This question doesn’t apply to me, because I don’t need to use tampons, or I wouldn’t choose 
to use them whether they hurt or not.

9. Because of my pelvic pain
 3 I can’t let my partner put a finger or penis in my vagina during sex at all.
 2 My partner can put a finger or penis in my vagina very carefully, but it still hurts.
 1 It usually doesn’t hurt if my partner puts a finger or penis in my vagina, but every now and 

then it does hurt.
 0 It doesn’t hurt to have my partner put a finger or penis in my vagina at all.

 0 This question does not apply to me because I don’t have a sexual partner.

 0 Specifically, I won’t get involved with a partner because I worry about pelvic pain during sex.

10. Because of my pelvic pain
 3 It hurts too much for my partner to touch me sexually even if the touching doesn’t go in my 

vagina.
 2 My partner can touch me sexually outside the vagina if we are very careful
 1 It doesn’t usually hurt for my partner to touch me sexually outside the vagina, but every now 

and then it does hurt
 0 It never hurts for my partner to touch me sexually outside the vagina

 0 This question does not apply to me because I don’t have a sexual partner.

 0 Specifically, I won’t get involved with a partner because I worry about pelvic pain during sex.

11. Because of my pelvic pain
 3 It is too painful to touch myself for sexual pleasure.
 2 I can touch myself for sexual pleasure if I am very careful.
 1 It usually doesn’t hurt to touch myself for sexual pleasure, but every now and then it does hurt.
 0 It never hurts to touch myself for sexual pleasure.

 0 I don’t touch myself for sexual pleasure, but that is by choice, not because of pelvic pain.

© 2005 Kathie Hummel-Berry, PT, PhD, Kathe Wallace, PT, Hollis Herman MS, PT, OCS
All providers of women's health services are hereby given permission to make unlimited copies for clinical use.



 

  
 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
    

 

 
 

 

   

 
 
 

 
 

 

 

 

 

 

Policy on Missed Appointments
#1 Case_________

MISSED APPOINTMENT:

Every patient is allowed one missed appointment per year. The second time a 
patient misses an appointment without calling the office w/ at least 24 hours

notice, they will be charged $30.

Patients seeing multiple providers in one visit will be charged $50.

Any patient missing three appointments in a year will no longer be able to 
schedule in advance, but can continue to be seen on a walk-in basis.

tardiness

if a patient is more than 5 minutes late, they may need to be rescheduled and 
will count as a missed appointment.

cancellation

Patients may cancel an appointment without any penalty as long as the 
notification is at least 24 hours prior to the appointment time. Any 
cancellation within 24 hours of the appointment time will count as a missed 
appointment.

telemedicine
for your convenience, all telemedicine patients will need to leave a creditcard 
on file prior to their first apt and all copays, coninsurances and deductibles 
will be charged automatically on the date of service.

i__________________________ understand the hemmett health policy on 
missed appointments, cancellations and tardiness. I agree to pay the fees as 
outlined above. ________________________________  
___________________________
Patient's signature______________ Date_________________

Please type your signature



OFFICE FINANCIAL POLICY 
         #1 Case:_________ 

 

Please review the highlighted portion, as it pertains specifically to your financial 

obligations to this office.  
 

INSURANCE:   As a courtesy to you, we have contacted your insurance company to attempt to verify your coverage and 

bill your insurance company directly for our services. However, please remember that this is your insurance policy, and you 

are ultimately responsible for any charges that are required for your care that are not paid for by your insurance company. 

All co-pays and deductibles are due at the time of service.  

 

MEDICARE:   You must pay in full for non-covered services at the time of each visit. Fees for exams, x-rays, physical 

therapy (electrical muscle stimulation, ultrasound), Active Release Technique, Acupuncture and supplements are NOT 

covered by Medicare. The patient is responsible for any Medicare deductible or co-insurance not picked up by a secondary 

or supplemental insurance policy.  

 

AUTO ACCIDENT/PERSONAL INJURY/WORKER'S COMPENSATION:   If you were involved in an automobile 

accident/personal injury or are receiving care under an open Worker's Compensation case, you must provide claim 

information prior to treatment. Regardless of any settlement, you are personally responsible for the entire balance. Patients 

with this type of case will also be required to supply their personal health insurance information to have on file.  

 

CASH:   If you do not have insurance coverage of any kind, or if we are considered out of network with your insurance 

carrier, you will be expected to pay for the services in full at each visit. We accept checks, all major credit cards and cash. 

Payment is due at time of service, and a credit card must be kept on file with the office in the case of non-payment. 

 

Credit Card: Visa / MC / Discover/AE #_______________________________  Exp. Date _________  CV code _________ 

 

Patient’s Name: __________________________________    Billing zip code associated w/ card: _____________ 

 

 

 
 

 

I have read the policies of this office. I fully understand and agree with them. I hereby authorize and direct my 

insurance benefits to be paid directly to this doctor’s office, and/or agree to pay the out of pocket expenses associated 

with the cost of my care if my insurance does not adequately cover chiropractic care. I also understand that if my 

account is sent by Hemmett Health to a collections agent, I will be responsible for all the fees associated with 

collecting my delinquent account. 

 

Patient’s Signature: ____________________________     Date: _________ 

 

 

 

 

 

 

Please type your signature



        #1 Case________ 

 

 

Notice of Privacy Practices Acknowledgement 

Hemmett Health 

 

I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain 

rights to privacy regarding my protected health information. I acknowledge that I have received or have 

been given the opportunity to receive a copy of your Notice of Privacy Practices. I also understand that 

this practice has the right to change its Notice of Privacy Practices and that I may contact the practice at 

any time to obtain a current copy of the Notice of Privacy Practices. 

 

 

 

 

 

____________________________________________              __________________________ 

Patient Name or Legal Guardian (print)                                                              Date 

 

 

_____________________________________________________ 

Signature 

 

 

 

 

 

 
Office Use Only 

 

We have made the following attempt to obtain the patient’s signature acknowledging receipt of the 

Notice 

of Privacy Practices: 

 

 

 

Date______________ Attempt________________________________________ 

 

 

 

Staff Name___________________________________________ 

 

 

 
 

 

     
 
 
 
 
 

Please type your signature
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