
 
 
 
 
 
 
 

FRANKLIN DERMATOLOGY & SURGERY CENTER 
26400 WEST TWELVE MILE ROAD, SUITE 150 

SOUTHFIELD, MI 48034 
 
 

NOTICE AND ACKNOWLEDGEMENT 
 

I acknowledge that I have received the  
Notice of Privacy Practices for Franklin Dermatology & Surgery Center. 

 
 
 

__________________________________________  ___________________________ 
  Patient Signature                   Date 
 
 
__________________________________________ 
  Patient’s Personal Representative 
 
 
 
 
If a Personal Representative’s signature appears above, please describe his or her 
relationship. 
 
 
 
 
 
 
 

 


