
	 	

Acknowledgement	of	Receipt	of	No3ce	of	Privacy	Prac3ces	

By	signing	this	form	you	acknowledge	receipt	of	the	No8ce	of	Privacy	Prac8ces	for	Rochelle	Gipson	
Brady,	MSW,	LCSW-Purpose	Counseling	&	Mental	Health	Services,	LLC.	Our	No8ce	of	Privacy	Prac8ces	
provides	informa8on	about	how	we	may	use	and	disclose	your	protected	informa8on.	Our	No8ce	of	
Privacy	Prac8ces	is	subject	to	change.	

____________________________________________	_____________________________	

Signature	of	Pa8ent	/Pa8ent	Representa8ve	Date	

____________________________________________	_____________________________	

Name	of	Pa8ent/	Pa8ent	Representa8ve	(please	print)	Rela8onship	to	Pa8ent

Purpose	Counseling	&	Mental	Health	Services,	LLC	


