
 
Acknowledgement of Notice of Privacy Practices 

For 
Comprehensive Vascular Care, P.C. 

 
 

 
 
 
Acknowledgement: 
 
I acknowledge that I have been made aware of the HIPAA Privacy Practices of Comprehensive 
Vascular Care. 
  
 
____________________________    _______________ 
Patient or Personal Representative    Date 
Signature 
 
If Personal Representative’s signature appears above, please describe Personal Representative’s 
relationship to the patient: 
 
 
 
 
 
 
 


