Greencastle Pediatric Dentistry, P.C.
ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuseto Sign This Acknowledgement* *

l, , have received a copy of this office’s Notice of Privacy

Practices.
(Please Print Name) (Child’s Name)
(Signature) (Date)

Contact I nformation for Protected Health | nfor mation

[, , (date of birth: ) request that the
following information be used for the dlsclosure of my (or dependent) Protected Health Infor mation.
This information will include your name, diagnosis, treatment, and dates of service.

Y ou may disclose information to those individuals listed below. (Please list name, phone number,
and relationship to patient)

Name Phone Number Relationship to Patient

[ ]You may leave Protected Health Information on my answering machine.

(Date)
(Patient’s Name) (Patient’s Date of Birth)
(Guardian’s Printed Name) (Guardian’s Signature)

Submit


initiator:hennrecep@broadreach.net;wfState:distributed;wfType:email;workflowId:0bac3dd4fb64614d85883ce4b6711e03
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