
 

Patient Acknowledgement of Receipt 
of the 

Notice of Privacy Practices 
Body Works Physical Therapy LLC 

765 Harry L Drive, Suite 3 
Johnson City, NY 13790 

 
 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain 
rights to privacy regarding my protected health information. I understand that this information can and will be used 
to:  

 Treat you  
 Run our clinic 
 Bill for your services  
 Help with public health and safety issues  
 Do research  
 Comply with the law  
 Respond to organ and tissue donation requests  
 Work with a medical examiner or funeral director  
 Address workers’ compensation, law enforcement, and other government requests  
 Respond to lawsuits and legal actions  

 
By signing this document, I acknowledge that you have provided me with a copy of your Notice of Privacy 
Practices. The Notice of Privacy Practices contains a more complete description of the uses and disclosures of my 
health information.  
 
I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I 
may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy 
Practices.  
 
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry 
out treatment, payment or health care operations. I also understand you are not required to agree to my requested 
restrictions, but if you do agree then you are bound by such restrictions 
 
 
Patient Name (Print): ___________________________________________  
 
Signature: ____________________________________________________  
 
Relationship to Patient: _________________________  
 
Date: _____________ 


