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Privacy Policy Acknowledgement 

 

 

 

 

I hereby acknowledge I have been presented with the opportunity 

to read and understand the current HIPAA privacy policy for 

(DCSI). I acknowledge any changes to this form will only be 

accepted in writing. 

 

 

 

 

 

 

 

____________________________                          ___/____/___ 

    Signature (Patient or Guardian)        Date 
 

 

 


