WASHINGTON HEMATOLOGY-ONCOLOGY

3911 Castlevale Road, Ste. 201  
Yakima, WA   98902 
(509) 454-9499  
Fax (509) 457-4994
By signing this form, I acknowledge that I have received a copy of Washington Hematology-Oncology’s Notice of Privacy Practices.

_________________________________________

________________

Patient signature (or legal representative)


Date

_________________________________________

Legal representative’s relationship to the patient

________________________________________________________________

A good faith effort was made to obtain the patient’s acknowledgment of the receipt of the Notice of Privacy Practices. The following identifies the efforts made and the reason of acknowledgment was not obtained. 

__________________________________________

________________

Signature of Washington Hematology-Oncology

Date

staff member
