
Acknowledgment of Receipt of Notice of Privacy Practices 
 

Marsha F. Armstrong, M.D. 
And 

Valley Infectious Disease Associates 
Robert W. Armstrong, M.D-Sumit K. Majumder, M.D. 

Nagma A. Hossain, M.D. 
 

Privacy Officer: Marsha F. Armstrong, M.D. (408) 374-5340 
 
 
I hereby acknowledge that I received a copy of this medical practice’s Notice of Privacy 
Practices. I further acknowledge that a copy of the current notice is posted in the 
reception area, and that I will be offered a copy of any amended Notice of Privacy 
Practices at an appointment subsequent to such amendment. 
 
Signed: ______________________________ Date: ____________________________ 
 
Print Name: __________________________ Telephone: ________________________ 
 
If not signed by patient, please indicate relationship: 
          ______ Parent or guardian of minor patient 
          ______ Guardian or conservator of an incompetent patient 
 
Name and address of patient: ______________________________________________ 
                                                ______________________________________________ 
                                                ______________________________________________ 
 
Regarding notification and communication with family and/or significant other, I prefer 
you speak with: 
 

1. Name: ___________________________ Telephone: _____________________ 
 

Address: ________________________________________________________ 
 

    2. Name: _____________________________ Telephone: _____________________ 
 
        Address: __________________________________________________________ 


