
FAMILY LIFE COUNSELING 124 W 46 Street, Suite 204 

Carol A. Larson, MA, LIMHP, LPC Kearney, NE 68847-8348 
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To comply with Federal HIPPA regulations concerning safety of Health Care Information, we provide 

every client with the opportunity to read our Notice of Privacy Practices. I am providing you with a copy 

for you to read and take with you. The signing of this form acknowledges that you had the opportunity 

to do so. 

 

 

Acknowledgment of Receipt of Privacy Notice 

 
 

Client’s Name: _____________________________________________ 

 

Date of First Service: _______________________________________ 

 

 
I hereby acknowledge that I have received and have been given an opportunity to read a copy of Family 

Life Counseling’s Notice of Privacy Practices by receiving the form in the office. 

 

I understand that if I have any questions regarding this Notice of Privacy Practices or of my privacy 

rights, I can contact my therapist, Carol A. Larson, M.A. 

 

 

Signature of Client         Date 

 

 

Signature of Parent, Guardian or Personal Representative    Date 

 

______________________________________________ 

Legal Relationship to Client 
 


