










 
ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 
 

**You May Refuse to Sign This Acknowledgement** 
 
 

I am aware that my health information may be used and disclosed at 
the discretion of Preferred Family Dentistry in regards to my 
treatment, finances, insurance assignment (if any), additional 
physicians or healthcare providers, and guarantors or responsible 
parties. 
 
I understand that at any time I have available to me, a copy of this 
Notice including all details, throughout my treatment within Preferred 
Family Dentistry. 
 
 
_______________________________________________ 
PLEASE PRINT PATIENT’S NAME 
 
 

___________________________________________________ 
PATIENT/PARENT/GUARDIAN SIGNATURE 
 
 
 
________________________________________________________________________________ 
DATE 
 

 
 
 

FOR OFFICE USE ONLY 

 
INITIAL IF COPY WAS GIVEN TO PATIENT 

___________ 
 

We attempted to obtain written acknowledgement of receipt of our Notice of 
Privacy Practices, but acknowledgement could not be obtained because: 
 
   Individual refused to sign 
 
    Communication barriers prohibited obtaining the acknowledgement 
 
    An emergency situation prevented us from obtaining acknowledgement 
 
    Other (Please Specify)  _______________________________________________ 
 
    ____________________________________________________________________ 
 


