
Receipt of Privacy Prac tices – Rev. 07/03/13

Acknowledgement of Receipt of Privacy Practices

I __________________________________, have received a copy of The Hand & Upper

Extremity Center of Georgia, PC  Notice of Privacy Practices.

Print Name:

Signature:

Date:

For office use only

On ___________________  (date) at _____________________ (time) we made a good faith

attempt to obtain a written acknowledgement of receipt of our Notice of Privacy Practices,

but acknowledgement could not be obtained for the following reason:

_____ Patient refused to sign

_____ Communications barriers prevented obtaining a receipt

_____ An emergency prevented obtaining a receipt

_____ Other: __________________________________________________________________

Patient’s Name:

Bronier L. Costas, M.D.

Gary M. Lourie, M.D.

Allan E. Peljovich, M.D., M.P.H.

Jeffrey A. Klugman, M.D.

Joshua A. Ratner, M.D.

Northside Hospital Doctors Centre
980 Johnson Ferry Road NE, Suite 1020
Atlanta, Georgia  30342

Northside/Alpharetta Medical Campus
3400A Old Milton Parkway, Suite 350
Alpharetta, Georgia  30005

Hand & Upper Extremity Surgery Center
993D Johnson Ferry Road NE, Suite 200
Atlanta, Georgia  30342

(404) 255-0226 • www.HandCenterGA.comBryce T. Gillespie, MD.
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