
 
 
 

Notice of Privacy Practices and Acknowledgement 

The Ohio Neck and Back Pain Relief Centers 
  Dr. Scot Gray, D.C. 

 
 
Acknowledgement: 
 
I acknowledge that I have been informed of the Notice of Privacy Practice. 
 
 
_________________________________                                 _____________ 
Patient or Legal Guardian                                                           Date 
Signature        
 
If Guardian’s signature appears above, please describe Guardian relationship to 
the patient: 
 
________________________________________________________________ 


