Bridgepointe Family Dentistry
ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

“*You May Refuse to Sign This Acknowledgement**

I, _. have received a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Signature}

{Date}

For Office Use Only

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

Individual refused to sign

O

O Communications barriers prohibited obtaining the acknowledgement

O An emergency situation prevented us from obtaining acknowledgement
O

Other (Please Specify)

2002 American Dental Association
All Rights Reserved

Ri;prodncﬁon and use of this fonfl by dentists and their staif is permitted. Any other use, duplication or distribution of
this fonn by any other party requires the prior written approval of the American Dental Association.

This Form s educatioosd only, docs not comstitule togad advice, sl covers ouly fedoral, et state, faw (August 14, 2002),



NOTICE OF PRIVACY PRACTICES AND DISCLOSURE ALLOWANCES

Acknowledgement of Receipt

Date:

| acknowledge that | was provided with a copy of the Notice of Privacy Practices.

“atient Name (Please Print) Patiam Sigrature

If completed by a patient’s parsonal representative or parent, please print and sign your name in the space
below.

Personal Representative Name (Ploase Pring Perscns Representatve’s Signsture

Reztionsnio

r—— A S SR

| | authorize the disclosure of my health and financial information to the following family
- members or persona! representatives: 1

| Name

| Name 2elaticashin l
i

Name Relstianehin l
Name |

Name Ralat/onsnip |

_ I Patient or Representat ver's Nama  Plaase Srinz) Patient or Resresentative’s Signature |
1







