
 
 

 

 

PATIENT ACKNOWLEDGEMENT OF PRIVACY PRACTICES 

 

 

Date:  ___/___/___ 

 

Patient Name: ___________________________D.O.B.___/____/___ 

 

I hereby acknowledge that I have received an individual copy of the Privacy 

Practices for the offices of Bayside OB/GYN, Inc. and Terrence F. Cahill, M.D.  

 

Signature: ______________________________Date:________________ 

 

235 Plain Street 

Providence, RI  

 Ph: (401) 421-1710 

 Fax: (401) 861-2164 


