
                                        ACKNOWLEDGMENT OF RECEIPT OF
                                         
                                           NOTICE OF PRIVACY PRACTICES

                                      You May Refuse to Sign This Acknowledgment

 I, ____________________________ have been informed of this office’s Notice of Privacy
 Practices. 

___________________________________
Signature

___________________________________
Date

______________________________________________________________________________

                                                    FOR OFFICE USE ONLY
______________________________________________________________________________

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices,
but acknowledgment could not be obtained because:

□ Individual refused to sign

□ Communication barriers prohibited obtaining the acknowledgment

□ An emergency situation prevented us from obtaining acknowledgment

□ Other (Please Specify):
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

LANCE HAGER, DC
CHIROPRACTIC PHYSICIAN

WY LICENSE: 561

2708 COMMERCIAL WAY

ROCK SPRINGS, WY 82901
PHONE: (307) 362-3700

TOLL: (800) 374-2225
FAX: (307) 362-9429

E-MAIL: HCHCLINIC@HOTMAIL.COM  
WEB SITE: HAGERCHIROPRACTIC.COM




