
Andrew Hewchuck, DPM

Acknowledgment of Notice of Privacy Practices Form

I have been given a copy of this Office’s Notice of Privacy Practices (“Notice”), which describes how my health
information is used and shared.  I understand that this Office has the right to change this  Notice at any
time.  

I am aware that I may obtain a current copy by contacting the Office’s HIPAA Compliance Officer. 

My signature below acknowledges that I have been provided with a copy of the Notice of Privacy
Practices:

Signature of Patient or 
Personal Representative

Patient Name

Name of Personal 
Representative (if 
applicable)

Date

1


