
 
 

 
 

NOTICE AND ACKNOWLEDGEMENT 
 

  

 

 

I acknowledge that I have been offered the Notice of Privacy Practices for APM Spine and 
Sports Physicians
 
 
______________________________________________              ________________ 
Patient Signature or Personal Representative's Signature*               Date 
  

*If Personal Representative's signature appears above, please describe Personal Representative's       

  relationship to the patient: _______________________________________________________ 

 

Notice or Privacy Practices Acknowledgement Reveised:   9/2/2011




