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 ACKNOWLEDGMENT FORM 
 
 

I have received and acknowledge my responsibility to read the following documents.  

 Advocare Practice Philosophy 

 Advocare Payment Policy 

 Arbitration Agreement 

 HIPAA Notice of Privacy Practices 

 

 

 

Print Name of Patient _____________________________________________ Date ______________ 

 

Signature of Patient/Legal Representative __________________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
How did you hear about our practice? ____________________________________________________ 
 
 
___________________________________________________________________________________ 


