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Medical Record Form 7079-3/03 
University of Texas Medical Branch Hospitals

Galveston, Texas 
 

Original-Medical Record 
Acknowledgment of Receipt of Notice of Privacy Practices 
 

B has provided you a copy of its Notice of Privacy Practices.  The UTMB Notice of 
cy Practices explains your privacy rights and how we may use and disclose your 
cted health information. 

u have any questions about the information described in UTMB’s Notice of Privacy 
ices, please contact the UTMB Privacy Office at (409) 747-8700. 

ignature below indicates that I have been provided with a copy of  UTMB’s Notice of 
cy Practices. 
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