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For use of this form, see AR 40-66; the proponent agency is the Office of the Surgeon General 

REPORT TITLE: 

Acknowledgment of Military Health System Notice of Privacy Practice (N.O.P.P) 

Military Health System NOTICE OF PRIVACY PRACTICES 
Effective October 1, 2013 

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please 
review it carefully. 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) Privacy Rule (45 CFR 164.528) establishes requirements regarding an 
individual’s right to an accounting of disclosures of their protected health information (PHI). 

Individual Right. An individual has a right to receive an accounting of disclosures of PHI made by a covered entity in the six years, or less if 
specified by the individual, prior to the date of the request. 

The signature below only acknowledges receipt of the Military Health System Notice of Privacy Practices, effective date 1 October, 2013. 

Patient/Patient Representative (Print) Date

Patient/Patient Representative (Signature) Relationship to Patient 

Patient/Representative declined to sign Date

RWBAHC Staff  (Print) RWBAHC Staff (Signature) 

This Notice of Privacy Practices is required by the Health Insurance Portability and Accountability Act (HIPAA) Privacy 
Rule. If you have any questions about this notice, please contact the RWBAHC HIPAA Privacy Officer at (520) 533-1856 
or the RWBAHC Information desk at 520-533-5159/5150.

PATIENT'S IDENTIFICATION(For typed or written entries give 
Name,- last, first, middle; DOB, DOD ID 

HISTORY/PHYSICAL FLOW CHART

OTHER EXAMINATION OR OTHER (Specify) 
EVALUATION 

DIAGNOSTIC STUDIES 

TREATMENT 
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Administrative:
Notice of Privacy
Practices

Patient Name: 

Patient DOB: 

Patient DOD ID: 



This form is not an authorization or consent to use or disclose your health information.

 (YYYYMMDD)
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