
Matthew S. Lief, M.D., P.A. 
9750 N.W. 33rd Street, Suite 218 

Coral Springs, FL 33065 
954-755-3801 

Fax: 954-755-5229 
 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 
 

I hereby acknowledge that I have received and had an opportunity to ask questions concerning the above 
named practice's Notice of Privacy Practices. 

 
Dated: ____________________________________ 
 

      _____________________________________________________ 
      Patient or Patient's Representative 
 
      Print Patient's Name: ____________________________________ 
 
      If signed by Representative, state name of 
 
      Representative: ________________________________________ 
 
      Relationship to Patient: __________________________________ 
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