




This office has made me aware of HIPPA Notice of Privacy Practices and I acknowledge receiving a copy of 

this notice for my review. A copy of this notice is also available at Columbus Laser Allergy for my future 

review. By signing this acknowledgment form I am in agreement to its terms. 

_____________________________________________ ______________________________ 

Patient Signature Date 

Practice Documentation of Good Faith Effort to Obtain Acknowledgement 

Patient’s acknowledgement of this Notice could not be obtained because: 

□ Patient refused to sign

□ Communication barrier prohibited obtaining acknowledgement

□ Emergency circumstance

□ Other

Details: _____________________________________________________________________ 

 _____________________________________________________________________ 

________________________________________________ ____________________________ 

Practice Signature Date 

Columbus Laser Allergy has a cancellation/no-show policy. Individuals are responsible for notifying the 

office of any cancellations at least 24 hours prior to their scheduled appointment. The individual is 

responsible for a $20 fee for any no-show or last minute cancellations that occur within 24 hours of their 

scheduled appointment. We withhold the right to rescind the cancellation/no-show policy on a case by case 

basis (as in instances of emergencies or acts of nature). Thank you for your cooperation. 

_________________ Initial 


