
Kevin C. Harrison, D.O. 
Internal Medicine 

9460 Amberdale Drive, Suite C 
Richmond, VA  23236 

(804) 276-2470 
FAX (804) 276-2473 

 
 
I, ________________________, have read and understood the  
        (Print Name) 
 

Notice of Privacy Practices. 
 
Signed: __________________________ 
 

Date:  ___________________________ 
 
 
Below please list any individuals you would like us to release your 
information to: 
(i.e. spouse, child, sibling, good friend) 
 
__________________________ 
 
__________________________ 
 
__________________________ 
 
__________________________ 
 
__________________________ 
 
__________________________ 
 
__________________________ 
 
__________________________ 
 
          8-1-09 


