
Intelligent Chiropractic 
 

Acknowledgement of Receipt 

of 

Notice of Privacy Practices 

1100 Hammond Dr. Ste 220, Atlanta, GA, 30328 

Phone 404-531-9525   Fax 404-531-9842 

 

 

  
 

 

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I 

have read (or had the opportunity to read if I so chose) and understood the Notice. 

 

 

 

 

_________________________________________  _________________ 

Patient Name (Please Print)     Date 

 

 

 

 

_________________________________________  

Parent or Authorized Representative (if applicable) 

 

 

 

_________________________________________ 

Signature 


