
 

PAMHC HIPAA Acknowledgement  Updated 9.15.16 

Acknowledgement of Receipt of Notice of Privacy Practices 

I,  __________________________________, acknowledge that I have received a copy of Plains 

Area Mental Health Center’s Notice of Privacy Practices which explains the ways in which my 

health information may be used and disclosed by Plains Area Mental Health Center, and 

explains my rights with respect to my health information.  I understand that Plains Area Mental 

Health Center has the right to revise any of these privacy practices, and amend the Notice of 

Privacy Practices.  I have been informed that in the event Plains Area Mental Health Center has 

revised these practices, a revised Notice will be posted at each Plains Area Mental Health 

Center office, and I may request a copy from any of these locations.  If I wish to discuss the 

Notice, I may contact the Plains Area Mental Health Center’s Privacy Officer at PO Box 70, 

LeMars, IA  51031 or by calling 712-546-4624. 

 

________________________________________________ ______________  

Signature of Client/Legal Guardian or Representative                        Date Signed 

 

 

________________________________________________  

Relationship to Client if Guardian or Representative 

 

 

________________________________________________ ______________  

Signature of Witness                                                                                  Date Signed 


