
ACKNOWLEDGEMENT OF RECEIPT OF
NASHUA MEDICAL GROUP’S NOTICE OF PRIVACY PRACTICES

By signing this document, I acknowledge that I have received a copy of NASHUA MEDICAL
GROUP’S Notice of Privacy Practices.

___________________ ______________________ __________________
Name (Print) Signature Date

Dependents covered by this acknowledgement:
______________________________________
Name (Print)
______________________________________
Name (Print)
______________________________________
Name (Print)
______________________________________
Name (Print)
______________________________________
Name (Print)
______________________________________
Name (Print)

If you received the Privacy Notice by mail, please return this document to:
Nashua Medical Group
173 Daniel Webster Highway
Nashua, NH 03060
Attn: Medical Records Department

NASHUA MEDICAL GROUP’S Use Only

Date acknowledgement received: _________________________
-OR-

Reason acknowledgement was not obtained:
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
_______________________________________


