SNOQUALMIE TRIBE
PURCHASED AND REFERRED CARE PROGRAM (PRC)

Annual Acknowledgement of Privacy Practices & Client Rights to Privacy

Member Name: DOB:

| have reviewed or been given an opportunity to review the Purchased and Referred Care Notice of Privacy
Practices and Client Rights. | have had an opportunity to ask questions regarding the notice and have received
satisfactory answers. | understand that | may ask for a copy of the Notice of Privacy Practices and Client Rights, or
that | may review it at the Purchased and Referred Care program office.

Member Acknowledgement

| have read and understand the above information. | understand that | may request a copy of this document for my
own records. Please note: this form must be updated annually with patient/suardian date and signature.

Member/Legal Guardian Signature:

Member/Legal Guardian Printed Name:

(If Guardian) Relationship to Member:

Date:
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