
PACE UNIVERSITY 

NOTICE OF PRIVACY PRACTICES 
 

ACKNOWLEDGMENT FORM 
 
 
 

I ____________________________________________ acknowledge that I have received a  
 Print Name 
copy of the University’s Notice of Privacy Practices and I consent to the use of my protected 

health information for treatment, payment and the healthcare operations of the University as 

summarized in the Notice of Privacy Practices. 

 
 
Signature ____________________________________________ Date ________________ 
 
 
****************************************************************************** 
 


