
ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

I certify that I have received a copy of Holistic Child Psychiatry/Holistic Adult Psychiatry’s (“Prac-
tice”) Notice of Privacy Practices. The Notice of Privacy Practices describes the types of uses
and disclosures of my protected health information that might occur in my treatment, payment of
my bills or in the performance of Practice’s health care operations. The Notice of Privacy Practi-
ces also describes my rights and Practice’s duties with respect to my protected health informa-
tion. The Notice of Privacy Practices is also posted in the Front Desk area and on Practice’s web-
site at https://www. holisticchildpsychiatry.com  and https://www.holisticadultpsychiatry.com.

Holistic Child Psychiatry/Holistic Adult Psychiatry reserves the right to change the privacy practices
that are described in the Notice of Privacy Practices. I may obtain a revised Notice of Privacy
Practices by calling the office and requesting a revised copy be sent in the mail, asking for one at
the time of my next appointment, or accessing Practice’s website.

Signature of Patient or Patient’s Representative Date

Printed name of Patient or Patient Representative

Holistic Child Psychiatry, LLC
Phyllis J. Heffner, M.D.

10801 Hickory Ridge Rd.
Suite 215

Columbia, MD  21044
(410) 260-0344 - phone and fax

(410) 260-0344


