PIERCE DENTAL OFFICE, P.C.

Acknowledgement of Receipt of Notice of Privacy Practices
PRINT NAME_____________________________________________________

SIGNATURE______________________________________________________

DATE______________________________

For Office Use Only

We attempted to obtain written acknowledgement of the receipt of our Notice of Privacy Practices but acknowledgement could not be obtained because:

□ Individual refused to sign.

□ Communication barriers prevented obtaining the acknowledgement.

□ An emergency situation prevented us from obtaining acknowledgement.

□ Other (specify) ________________________________________________________

Office Signature___________________________________Date_________________

Consent for Use and Disclosure

You are consenting to the use and disclosure of your health information for the purposes of treatment, payment, and healthcare operations as described in the Notice of Privacy Practices.  
We encourage you to read it carefully before you sign.
PATIENT’S NAME____________________________________DATE_____________

SIGNATURE OF PATIENT________________________________________________

Or Legal Personal Representative of the Patient

RELATIONSHIP TO PATIENT_____________________________________________

Revised 6/29/2006
