






















Notice of Privacy Practice

I hereby acknowledge that I have been made aware of the Notice of Privacy Practices of Phynix Physical
Therapy, LLC.  I further acknowledge that a copy of the current notice is available at the front desk and
online, and that I may request a copy of any amended Notice of Privacy Practices at any time.

______________________________________________ _____________________
Signature of Patient or Legally Authorized Representative Date

______________________________________________________________________
Name and Relationship of Legally Authorized Representative to Patient

______________________________________________ _____________________
Witness Signature Date
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