
 
 

 
 PATIENT RECEIPT OF PRIVACY NOTICE 

 
TMS Therapeutics In San Diego, Inc. 

5565 Grossmont Center Drive, Suite #357 
La Mesa, CA 91942 

P 858-442-2456 
F 866-742-9784 

 

  
 
(Name of Patient)____________________________________                                               _                                
By signing below, I acknowledge receiving a copy of the “Privacy Notice” of the medical 
practice designated above, describing my right to privacy of my protected health information 
(PHI) under the Federal HIPAA Privacy Law, as follows:  
 

• How my PHI may be used and disclosed,  
• My privacy rights regarding my PHI,  
• The medical practice’s obligations concerning the use and disclosure of my PHI.  
 
 

 
Signed (Patient or Parent/Guardian):_________________________________________  
 
Signed (Witness):_________________________________________ (Date)_________    
 
(Original of this form to be filed in Patient’s chart after signing.)  
(Patient/Parent/Guardian must be provided with a copy.) 


