
ACKNOWLEDGMENT OF NOTICE OF PRIVACY PRACTICES 

I understand that my name and contact information might be shared with the state health department in 
the event that someone who has been in this office tests positive for COVID-19.  

My contact details will only be shared in the event they are relevant based on suspected exposure date, 
and only for appropriate follow-up by the health department.  

Patient Name: __________________________________ 

Signature: ______________________________________                      Date:  ______________________  

 

 


