
 
 
 
 
 
 
 

 
 

Receipt of Notice of Privacy Practices 
 
 
 

 

I,       _____________ have received a copy of the  
   PRINT NAME 

Notice of Privacy Practices from Fairfax Radiological Consultants, P.C. concerning how 

the use or disclosure of Protected Health Information will be handled by the practice.   

 

 

___________________________________________________________________ 

Patient Signature 

 

 ___/___ / ____ 

Date 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


