
Ballinger Clinic 
 

Acknowledgement of Receipt of 
Ballinger Clinic’s Notice of Privacy Practices 

 
 
  Yes, I have received a copy of Ballinger Clinic’s Notice of Privacy Practices. 
 
 
    
Signature of Patient or Legal Representative Printed Name of Patient 
 
 
    
Date Signed (or Date Refused) Reception: If patient refuses, please put  
 your initials on this line. 


