
       Allergy and Asthma Centers of RI 

Acknowledgement  

 I,                                                                                                  ( patient or parent / guardian ),  
acknowledge that I have received a copy of the Allergy and Asthma Center of Providence's  
Notice of Privacy Practices.  

 
 Signed by:  

Signature of Patient/Legal Guardian  

 

Relationship to Patient  
--/  

 

\  

 

Patient Name  

 
 

 

Date of Birth  
 

Date  
 


