
Notice Of Privacy Practices Acknowledgement

By signing below, I hereby acknowledge receipt of the Notice of Privacy Practices of
Advanced Radiation Centers of New York and consent to the uses and disclosures
described in the Notice of Privacy Practices.

_________________________________________                       ___________________   
Signature of Patient (or Personal Representative) 

_________________________________________
Patient Name

_________________________________________
Relationship of Personal Representative to Patient

(if applicable)

Date of Signature
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