ESTHER ISEMAN

MARRIAGE & FAMILY THERAPIST

CLINICAL HYPNOTHERAPIST

1800 Town Center DR, Suite 420

Reston, VA  20190

(703) 860-6854

estheriseman@comcast.net

RECEIPT OF 

HIPAA NOTICE OF PRIVACY PRACTICES

I, ______________________________________, have been notified by 

Esther Iseman of her HIPAA NOTICE OF PRIVACY PRACTICES

and have been given the opportunity to read, review, and 

request and receive a copy of this document.

__________________________________


_______________

Signature of Client




Date

__________________________________


Client’s Name (please print)

__________________________________


_______________

Signature of Client




Date

__________________________________


Client’s Name (please print)

_______________________________________________________________

I HAVE RECEIVED A COPY OF: 

OFFICE POLICIES & GENERAL INFORMATION/AGREEMENT FOR PSYCHOTHERAPY SERVICES

X____________





_______________

Please Initial




          Today’s Date

X____________





_______________

Please Initial




          Today’s Date

