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T  A B C O F  M E N T A L  H E A L T H  ( L A C D M H )  

LACDMH NOTICE OF PRIVACY PRACTICES:  
Acknowledgement of Receipt       Effective Date: April 14, 2003 

ACKNOWLEDGEMENT OF RECEIPT 

By signing this form, you acknowledge receipt of the Notice of Privacy Practices of Los Angeles 
County Department of Mental Health (LACDMH).  Our Notice of Privacy Practices provides 
information about how we may use and disclose your protected health information.  We 
encourage you to review it carefully.  

Our Notice of Privacy Practices is subject to change. If we change our Notice, you may obtain a 
copy of the revised Notice by visiting our website at http://www.dmh.co.la.ca.us or on request 
from our Treatment Team. 

I acknowledge receipt of the Notice of Privacy Practices of LACDMH.  

Signature: ________________________________________ Date:__________________ 
            (client/parent/conservator/guardian) 

INABILITY TO OBTAIN ACKNOWLEDGEMENT  

To be completed only if no signature is obtained.  If it is not possible to obtain the individual’s 
acknowledgement, describe the good faith efforts made to obtain the individual’s 
acknowledgement, and the reasons why the acknowledgement was not obtained:  
 
Signature of Treatment Team Member:_______________________________ Date:__________ 

 

Reasons why the acknowledgement was not obtained: 

 Client refused to sign (see progress notes for explanation)  

 Other Reason or Comments:  

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

 


