Wisconyin Dental Associuiio
himiou & Short o
LI e (800) M43-4675
Kilmarnock, VA 22482

[lusert Name of Practice]
SECTION A: The Patient.

NIRRT e

Bildress:

Telephanes oo C e 2 E-mall:

Patieat Number: .o o _ Social Security Number: . e

SECTION B: Acknowledgement of Receipt of Privacy Practices Notice.

| ' _acknowledge that | have received a Notice of

. ———— T

Privacy Pdel!Lb‘S from the '\bove named praclice.

. ‘-

digualure: . : Dale:
lia pefb()ﬂdl reprecenmuve signs this authorizaltion on behalf of the individual, complete the 1ollowmg

Persnal Representative’s Nare:

Relationshig to Individual: __.

SECTION C: Good Faith Effort to Obtain Acknowledgement of Receipl.

Descrbe your gaod faith effort to obtain the individual’s signature on this form:

— . . e S .

— e

Descibe the reason why the individual would not sign this form: _

———

SIGHATURE.

| allest that the above mfomlauan s correct.
dlgnature: _ 5 - Date: . e =
Brint name: s e Title:

liclude this acknowledt gement of receipt in the individual’s records.

ACKNOWLEDGEMENT O

= RECEIPT OF
o  PRIVACY PRACTICES N

A
O % @ m O Mickicl Deat & Ficdich, LLC



