McComb Skin & Aesthetics 
136 Marion Ave
McComb, MS 39648

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGMENT FORM

I am a patient of McComb Skin Clinic. I hereby acknowledge receipt of McComb Skin & Aesthetics’ Notice of Privacy Practices. 

Patient Name [please print] : _______________________________________
Signature: ______________________________________________________
Date: _____________________________

OR- If the patient is under the age of 18:

I am a parent or legal guardian of ___________________________________.
                                                                       [print patient name] 
I hereby acknowledge receipt of McComb Skin & Aesthetics’ Notice of Privacy Practices with respect to the patient. 

Patient Name [please print]: ________________________________________
Relationship to patient: ____________________________________________
Signature: _______________________________________________________
Date: __________________________________
