Provider’s Name Here

Acknowledgement Form

My initials below verify I have received a verbal explanation of the following information:

_____________   Client Rights

_____________   Grievance Policy and Procedure

_____________   Confidentiality Policy

_____________   Treatment Service Fees

_____________   Infectious Disease

_____________   Drug Testing Policy

I have chosen to receive copies of the above information by (initial one of the below):

_____paper copy

_____e-mail to: ___________________________@________________________________________
_____ I have declined to receive copies

____________________________________                                                    ________________

Client Signature                                                                                                                 Date

 ____________________________________                                                    ________________

Witness Signature                                                                                                              Date
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