
 
 

HIPAA Notice Acknowledgement 
 

OPTIMIZE THERAPY & FITNESS 
 

 

ACKNOWLEDGEMENT 
I have received and read the Notice of Privacy Practices for the office OptimizeTherapy and 
Fitness and understand my rights contained in the notice. 
 
_________________________________________________________ _________ 
Signature of PATIENT or LEGAL GUARDIAN   Date 
 
_____________________________________ ____________________________________ 
Print Name of Patient  Print Name of Legal Guardian, if applicable 

 
 


