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AAAACCCCKKKKNNNNOOOOWWWWLLLLEEEEDDDDGGGGMMMMEEEENNNNTTTT    OOOOFFFF    RRRREEEECCCCEEEEIIIIPPPPTTTT    OOOOFFFF    NNNNOOOOTTTTIIIICCCCEEEE    OOOOFFFF    HHHHEEEEAAAALLLLTTTTHHHH    IIIINNNNFFFFOOOORRRRMMMMAAAATTTTIIIIOOOONNNN
PPPPRRRRIIIIVVVVAAAACCCCYYYY    PPPPRRRRAAAACCCCTTTTIIIICCCCEEEESSSS

IIII    HHHHEEEERRRREEEEBBBBYYYY    AAAACCCCKKKKNNNNOOOOWWWWLLLLEEEEDDDDGGGGEEEE receipt of Planned Parenthood of South Central
Michigan’s NOTICE OF HEALTH INFORMATION PRIVACY PRACTICES.  Please print your
name, sign and date as indicated below:

Name: ____________________________________________________________
                                                                  (please print)

Signature:_________________________________________________________

Date: ___________________________________

(A copy of this acknowledgment will be kept in your patient file.)

PPPPLLLLAAAANNNNNNNNEEEEDDDD    PPPPAAAARRRREEEENNNNTTTTHHHHOOOOOOOODDDD    OOOOFFFF    SSSSOOOOUUUUTTTTHHHH    CCCCEEEENNNNTTTTRRRRAAAALLLL    MMMMIIIICCCCHHHHIIIIGGGGAAAANNNN
4201 W. Michigan Ave.
Kalamazoo, MI  49006
269/372-1200

693 Capital Ave. NW
Battle Creek, MI  49015

269/964-0885


