
 
 

I acknowledge that Owensboro Dermatology Associates, PSC has 

provided me a copy of their Notice of Privacy Practices, which 

provides a detailed description of the uses and disclosures allowed, 

as well as other rights I have regarding my protected health 

information. 

 

 

 

 

__________________________________ 

             Patient Name   (Please Print)                                                             

 

 

__________________________________ 

             Patient Date of Birth 

 

 

__________________________________  ______________       

       Signature of Patient/Guardian                    DATE                             


