Kaixan Medical

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY
I, ______________________________________ acknowledge and agree that I have 

received a copy of Kaixan Medical’s Notice of  Privacy Practices.

_____________________________________________________________                                         _________________________               

Patient Signature







Date

_____________________________________________________________                                        _________________________
Patient Legal Representative (if applicable)





Date

______________________________________________________________                                      _________________________
Print Name of Legal Representative





Relationship to Patient
