
SHRINK RAP HIPPA ACKNOWLEGD 
 

MARGARITA GURRI, PH.D. 
LICENSED PSYCHOLOGIST 

Mailing: PO Box 1806 ∙ Dania Beach FL 33004 
Office: 7200 Griffin Road, Suite 3E ∙ Davie FL 33314 

954-609-9904 t ∙ 954-530-8989 f ∙ Margarita@ShrinkRapInc.com 
 
Date: __________ 
 
Name of Client: ____________________________ Date of Birth: _______________ 
 
 
I, [name of patient or parent or guardian] ______________________________, acknowledge 
and agree that I have received a copy of Shrink Rap, Inc. Notice of Privacy Practices.  
 
I give Dr. Gurri, Shrink Rap, and the office to use email, voicemail, text, fax, and mail to contact 
me as needed. 
 
 
______________________________________________________________________ 
Client or Guardian Signature       Date 
  
______________________________________________________________________ 
Print Name of Legal Representative Relationship to patient 
 
 
 

FOR SHRINK RAP OFFICE USE ONLY: 
 

Shrink Rap, Inc. made the following good faith efforts to obtain the above-referenced 
individual’s written acknowledgement of receipt of the Notice of Privacy Practices: 
[Identify the efforts that were made to obtain the individual’s written acknowledgement, 
including the reasons (if known) why the written acknowledgment was not obtained. 
 
Signed form received by: __________________________________________________ 
 
Acknowledgement denied: ________________________________________________ 
 
Efforts to obtain: ________________________________________________________ 
 
 
Reasons for refusal: ______________________________________________________ 
 
_____________________________________________________________________________ 


