
James M. Hickey, Psy.D. 
17 Henshaw Street 

Brighton, MA 02135 
 

 
 
 
 
 
I, the undersigned, acknowledge receipt of a copy of the Notice of Psychologist’s Policies 
and Practices to Protect the Privacy of Your Health Information provided to you by Dr. 
Hickey.  
 
 
 
 
 
 
___________________________________________            ___________________ 
Client’s Signature                                                                     Date 


