Thompson Family Dentistry

Acknowledgement of Receipt of Notice of
Privacy Practices

*You May Refuse to Sign This Acknowledgement*

Purpose of Consent: By signing this form, you will consent to our use and
disclosure of your protected health information to carry out treatment,
payment activities, and healthcare operations.

I, , have had full opportunity to read
and consider the contents of this Consent form and your Notice of Privacy
Practices. | understand that, by signing this Consent form, I am giving my
consent to your use and disclosure of my protected health information to
carry out treatment, payment activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the
patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:

For Office Use Only

__ 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.




