
Riley County – Manhattan H ealth Department 
 

A C K N O W L E D G E M E N T O F 
R E C E IPT O F N O T I C E O F PRI V A C Y PR A C T I C ES 

 
 
I acknowledge that I have received a copy of Riley County-Manhattan Health 
Department’s Notice of Privacy Practices with the effective date of April 14, 2003. 
 
 
 
 
 
___________________________________  ______________________________ 
Signature of Patient/Patient Representative  Patient Date of Birth 
 
 
 
___________________________________  ______________________________ 
Relationship to Patient    Printed Name of Patient 
 
 
 
__________________________________ 
Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Original to be maintained in Patient’s permanent medical record. 


