Acknowledgment and Receipt of Notice of Privacy Practices 
**You may refuse to sign this acknowledgment**




 I, ______________________________, have received a copy of Huntington Dental Arts Notice of Privacy Practices (copy available upon request). _______________________________________________________________________
 Print Name
 _______________________________________________ 
Signature
______________________ 
 Date 
Relationship to Patient:_____________________________________________________ 
*By refusing to sign this acknowledgment we are unable to submit your dental claims to your insurance. 


I also authorize Huntington Dental Arts to disclose and discuss my patient health care records and treatment to the following persons, including those involved in my care or payment for that care:

 Name: _____________________________ Relationship to Patient:_________________
 Name: _____________________________ Relationship to Patient:_________________ 
Name: _____________________________ Relationship to Patient:_________________

 This consent is effective until revoked by you. You may revoke this consent at any time by giving written notice of revocation to Huntington Dental Arts. Revocation of this consent will not affect any action we took in reliance on this authorization before we received your written notice of revocation.

 I, ___________________________________________________, am confirming my written permission for the disclosure of my protected health information, as described in this form and in the Privacy Practices of Huntington Dental Arts. 
Signature: ______________________________________________ Date: _________________ 

Relationship to Patient :___________________________________________________________ 




For office use only
 We could not obtain written acknowledgment because:

 __ Individual refused to sign. __ Communication barriers prevented us from obtaining a signature.
 __An emergency situation prevented us from obtaining a signature.
