
NOVA MFM | 1370 116th Ave NE Ste 203, Bellevue WA 98004 

 

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

Nova MFM 

 

Patient Name: ___________________________________________ 

Date of Birth: ___________________________________________ 

Address: ________________________________________________ 

 

Phone Number: ___________________________________________ 

 

I acknowledge that I have received a copy of Nova MFM’s Notice of Privacy Practices. This 

Notice explains how my medical information may be used and disclosed, as well as my 

rights regarding my health information under federal and Washington State law. 

I understand that I may request a copy of the Notice at any time. 

 

Patient Signature: _______________________________________ 

Date: ______________________ 

 

If signed by personal representative: 

Name of Representative: __________________________________ 

Relationship to Patient: __________________________________ 

Signature: _______________________________________________ 

Date: ______________________ 

 



NOVA MFM | 1370 116th Ave NE Ste 203, Bellevue WA 98004 

For Office Use Only (if patient refuses or is unable to sign): 

☐ Patient refused to sign 

☐ Patient unable to sign 

Reason: _________________________________________________ 

Staff Name: _____________________________________________ 

Staff Signature: _________________________________________ 

Date: ______________________ 

 

 


