
145 N. Clovis Ave. Suite 101       145 N. 2nd Street Suite 101 
Clovis, CA 93612		        Chowchilla, CA 93610            
(559)299-3179		        (559)665-3797

Patient Name____________________________________

ACKNOWLEDGEMENT OF NOTICE FO PRIVACY PRACTICES 

SIGNING THIS DOCUMENT SIGNIFIES THAT YOU HAVE READ AND  
UNDERSTAND OUR NOTICE OF PRIVACY PRACTICES

In the course of providing service to you, we create, receive and store health information that              
identifies you.  It is often necessary to use and disclose this health information in order to treat you, 
to obtain payment for our services, and to conduct healthcare operations involving our office.  The 
Notice of Privacy Practices you have been given describes these uses and discloses in detail.                                    

I acknowledge that I have read and understand the Notice of Privacy Practices from the office 
of Dr. Wayne A. Nishio.  

 Signature____________________________________                    Date___________________ 

________________________________________________________________________________
________________________________________________________________________________

If signing as a personal representative of the patient, describe the relationship to the patient and the 
source of authority to sign this form: 

Relationship to Patient______________________Print Name______________________________ 

Source of Authority:_______________________________________________________________


