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Last Name: ____________________________________ First: ___________________________ 
       (Please Print)              (Please Print) 
 
 
 

RECEIPT OF HIPAA NOTICE 
 

I have received a copy of the Notice of Psychologist’s Policies and Practices to Protect the 

Privacy of Your Health Information (version dated 5/21/2014). 

 

 

Signature:____________________________________________  Date: ____________________ 

 

 

 

SERVICES AGREEMENT 
 

I have received the Services Agreement (version dated 10-2022) and have had the opportunity to 

review it and ask any questions I may have.  I agree to the terms of the Services Agreement. 

 

 

Signature:____________________________________________  Date: ____________________ 

 


