
First Name: MI _____ Last Name:

Birthdate:            Age:______     Home Phone:

Address:   CellPh:

City: State:        Zip:

Medicaid Id#:    Other Insurance:

Pharmacy Name and Address:

I, (patient name) , hereby acknowledge that I 

received the "Notice of Privacy Practices" from the Fulton County Health Department dated 

April 14, 2003.  I understand that th ehealth department is already authorized to use the 

information gained to bill me, my insurance company, or any other potential sources of 

reimbursement, such as government programs in which I am enrolled or qualify for 

services.

             DATE          SIGNATURE

If signature different from client name, please print name and relationship to client:

FCHD: 11/09

RECEIPT OF NOTICE OF PRIVACE PRACTICES

PATIENT REGISTRATION


