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NOTICE OF PRIVACY PRACTICES  
PATIENT ACKNOWLEDGEMENT 

 
 

• I am a patient of Michigan Institute for Neurological Disorders (MIND) I hereby 
acknowledge receipt of the MIND Notice of Privacy Practices Summary. Complete 
privacy practice policies will be provided upon my request.   

 
Name: _________________________________________________________________ 

 
Signature: ______________________________________________________________ 

 
Date: _______________________ 

 
      

OR 
 
 
If Unable to Complete and Sign Form 
 
• I am a parent or legal guardian for a patient of Michigan Institute for Neurological Disorders 

(MIND). I hereby acknowledge receipt of MIND’s Notice of Privacy Practices with respect to 
the above noted patient.  

 
Name: _________________________________________________________________ 

 
Signature: ______________________________________________________________ 

 
Relationship to Patient: ____________________________________________________ 

 
Date: _________________________  

 
 
 
• If the Patient Refuses to Sign - an Employee of MIND Will Note and Sign Below. 

Patient Refused – (Reason – if given)_________________________________________ 
 

______________________________________________________ Date: ______________ 
MIND Employee Signature 


