ACKNOWLEDGEMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

| acknowledge that | was provided a copy of the Notice of Privacy Practices and that | have read (or had the opportunity
to read it | so chose) and understood the Notice.

Patient Name (please print) Date

Parent or Authorized Representative

Signature

| consent to receive email and text messages from the office regarding my
appointments and my care.

|:| Yes, | would like to receive email and text messages

|:| No, | refuse to receive email and text messages



	p3_patient_name: 
	p3_date: 
	p3_parent_rep: 
	p3_signature: 
	consent_yes: Off
	consent_no: Off


