
 

 

 

 

ACK�OWLEDGEME�T OF RECEIPT OF �OTICE OF PRIVACY PRACTICES 

 
BETSY McCARLEY BILLYS  M.D. 

5530 AVE�IDA DE LOS ROBLES 

VISALIA, CA  93291 

 
1-559-625-1060 

 

I hereby acknowledge that I received a copy of this Medical Practices Notice 

of Privacy Practices.  I further acknowledge that a copy of the current notice 

will be posted in the reception area and that I will be offered a copy of any 

amended notice of privacy practices at each appointment. 

 

___________________________________________ 

 
SIGNED:______________________________DATE _________________  

 

PRINT NAME____________________________TELEPHONE:_________ 

 

 

If not signed by the patient, please indicate  relationship: 

 

 

_____parent or guardian of minor patient 

 

_____guardian or conservator of an incompetent patient 

 

 

NAME AND ADDRESS OF PATIENT_____________________________ 


