
 

* Required only if client is less than 18 years of age at time of first visit.   1/2016 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF 
PRIVACY PRACTICES 

 
 

I hereby acknowledge that I have been given an opportunity to read and/or retain a copy of Synchronicity 

Counseling Solutions, LLC’s Notice of Privacy Practices.   

I understand that if I have any questions regarding the Notice or my privacy rights, I should alert the provider 

before signing this document. 

  
Date: ________________ 
 
 
 
Client Name (print): ________________________________________________________________  
 
 
 
Client Signature: ___________________________________________________________________  
 
 
 
Parent/Guardian Signature*: __________________________________________________________  
 
 
 
 
 
 
 

 


