
Blue Sky Neurology/ Blue Sky Outpatient Neurology

499 E. Hampden Ave. Ste 360 Englewood, CO 80113 Phone (303) 781-4485 Fax (720) 274-0064

ACKNOWLEDGEMENT OF NOTICE
OF PRIVACY PRACTICES

_______________________________________ _____________
Name of Patient (please print) Date of Birth

I hereby acknowledge that I received the Notice of Privacy Practices of Blue Sky Neurology, LLC.

______________________________________ ______________
Patient Signature Date
(or patient representative)

DOCUMENTATION OF GOOD FAITH EFFORTS

To obtain patient's acknowledgement that they received the Notice of Privacy
Practices of Blue Sky Neurology.

__ Patient refused to sign

__ Patient was unable to sign because: ____________________________________________________________

__ The patient had a medical emergency, and an attempt to obtain the acknowledgement will be
made at the next available opportunity.

__ Other reason (describe below): _______________________________________________________________

__________________________________ ______________
Employee Witness Date


