Shoreway Family Therapy Services, Inc.

G. Laverne Fesperman, MSW, LCSW

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

By signing below, you acknowledge that you have received a copy of the HIPAA Notice of Privacy Practices.

The Notice explains how your healthcare information can be used and disclosed and how you can access that information.  You are encouraged to read it.  If you have any questions please feel free to ask before signing.

In regards to contacting you regarding appointments or other matters related to your or your child’s therapy, you have chosen to be contacted at:

· Home


yes or no

· Work


yes or no

· Cell phone

yes or no

· If not, how may we contact you______________________________________________

__________________________________________

_________________________

Signature of Client or Parent/Legal Guardian


Date

