
Evan L. Feibusch, M.D., LLC 
 

1701 Langhorne – Newtown Road                                                      (215) 968 – 0830 Tel.                                                                      

Newtown, PA 18940                                                                            (215) 968 – 0836 Fax 

 

 

Acknowledgment of Receipt of Notice of Privacy Practices and Office Policies 

 

Patient Name: ________________________________________ Birth date: ________ 

 

Maiden or other name (if  

applicable):_________________________________________  

 

I acknowledge that I have received a copy of the Notice of Privacy Practices of  

Evan L. Feibusch, M.D., LLC, effective December 5, 2005. 

 

I also acknowledge that I have read and agree to the terms of Dr. Feibusch’s Office 

Policies.  In particular, I understand that I am responsible for his regular fee for the time 

reserved for an appointment I miss without adequate notice as defined in his office 

policies. 

 

 

Signature (patient or authorized representative):______________________________  

 

Date: _________________  

 

Relationship/authority (if signed by authorized representative): __________________  

 

 

 


