
 

 

 

 

Acknowledgement of Review of Notice of 
Privacy Practices 

I have reviewed this of�ice’s Notice of Privacy Practices, which explains how my medical 
information will be used and disclosed.  I understand that I am entitled to receive a copy of 
this document. 

 

______________________________________________________ 

Signature of Patient or Personal Representative 

 

_______________________________ 

Date 

 

 

____________________________________________________ 

Printed Name of Patient or Personal Representative 

 

____________________________________________________ 

Description of Personal Representative’s Authority 

 

Amanda W. Basford M.D. • Adam I. Frome M.D. • Ojas Naik M.D.

129 Vision Park Drive Suite 109 ▪ The Woodlands, TX 77384 ▪ Office: 936-273-0836 ▪ Fax: 936-321-2266 

4015 IH-45 North Suite 110 ▪ Conroe, TX 77304 ▪ Office: 936-273-0836 ▪ Fax: 936-321-2266 


