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WELCOME

Thank you for selecting us to serve your dental needs. Our goal is to provide you with the
highest quality dental care possible in a carinE, happy, and comfortable atmosphere. We
are committed to your dental health and overall well-being.

Included with this letter is a patient questionnaire and medical history. These forms are
important as they help us determine the course of your treatment. We have to know about
allergies, sensitivity to anesthetics, long-term medications, surgeries, and diseases - your
whole health picture.

OFFICE HOURS

Patient appointments are Monday - Thursday 8:00am to 5:00pm. Our lunch hour is from
1:00pm - 2:00pm . 24 hour emergency coverage is provided by calling our normal office
number 779-9059. The-office is closed Fridays, weekends, and Holidays, as well as the
times Dr. Abbett and her staff are attending continuing education seminars. Generally,
one or two hygienists are in the office while Dr. Abbett is on vacation for patients in need
of a cleaning that have had an exam within the last year.

APPOINTMENTS

Patients are seen by appointment only. Please call in advance so that we can reserve a
time for you. We respect the value of your time. We therefore make every effort to be on
schedule, and ask that you extend the same courtesy to us. lf you cannot keep an ap-
pointment, kindly notify us immediately. lf possible give us 24 hour notice. This courtesy
on your part allows us to give your appointment time to another patient.

EMERGENCY CARE

We reserve a limited amount of time each day so that emergency patients may be sched-
uled quickly. lf you have a problem requiring emergency treatment, please call us as early
in the day as possible. Dr. Abbett is in a call group with 8 other dentists, rotating emer-
gency call on Fridays, weekends, and Holidays.

PAYMENT POLICY AND INSURANCE

We will bill your insurance as a courtesy to you. lt is ultimately your responsibility to follow
up with them to make sure your account is paid. We are also happy to bill your secondary
insurance if that information is provided to us. We are here to assist you with any billing
questions or problems you may have. Please help us by making sure that the front office
staff has all the updated insurance inforrnation. You will be required to make your co-
payment at the time of service.
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For those who have no insurance, our policy is to collect payment at the time of service.

We do accept Visa, Mastercard, American Express, and Discover. lf this is impossible for
you, we can work out alternative financial arrangements that suit us both.

COMMITMENT TO QUALITY

ln our commitment to excellence, we strive to provide a service beyond simply "fixing

teeth".

foi quite some time we have been iefining our inTection Control program for everyone's
protection. Gloves, masks, and protective glasses are the visible part of this program.

Surface disinfection, plastic covers, and autoclaving procedures have been refined. All

chairside staff and hygienist have received the Hepatitis B vaccination. Everyone on staff

is CPR certified

Through continuing education programs we are constantly trying to stay abreast of the

latest technical developments to provide ideal, quality, and painless dentistry.
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the finest care auailnble. If you haue any
questions pl,ease do nnt hesitate to call us.

Patient #

S S #

Date

PATIENT INFORMATION

Name

S e x  X M  n r

E-mail

E Married

I Separated

n Widowed

fl Divorced

Cell Phone #1

I Single

I Partnered for

I Minor

VEATS

Home Phone (_)

State

Cell Phone #2 (_)

Birthdate

Address Qitv zip

(_)

Employer/School Employer/School Phone (_)

StateEmployer/School Address

Spouse or Parent's Name

Whom may we thank for referring you?

City zip

Employer Work Phone (_)

Person to contact in case of emergency

RESPONSIBTE PARTY

Phone ( 
- 

)

Name of Person
Responsible for this Account

Address

Driver's License #

Employer

Currently a patient in our office?. tr Yes I tlo E-mail

INSURANCE INFORMATION

Relation to Patient

Home Phone (_)

Birthdate Bank

Work Phone (_)

Cell Phone (_)

Name of Insured

Birthdate

Relation to Patient

SocialSecurity# Date Employed

Employer Work Phone (_)

Employer Address City

City

Group #

zip

Insurance Company

Address

Union or Local#

State

Max. Annual Benefit

zip

How much is your deductible? How much have you used?

AT}I}ITIONAt INSURANCE

Name of Insured

Birthdate

Relation to Patient

SocialSecurity# Date Employed

Employer Work Phone (

Employer Address City zip

Insurance Company

Address

Group # Union or Local#

StateCity zip

How much is your deductible? Max. Annual Benefit

(Vers.D2SSS04)

How much have you used?
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DENTAT' .HISTORY .

Reason for today's visit Date of last dental care

Date of last dental X-raysFormer Dentist

Address

Check ( / ) rt you have had problems with any of the following:

n Bad breath

n Bleeding gums

n Clicking or popping jaw

X Food collection between the teeth

n Grinding teeth

E Loose teeth or broken fillings

n Periodontal treatment

n Sensitivity to cold

[1 Sensitivity to hot

E Sensitivity to sweets

n Sensitivity when biting

E Sores or growths in your mouth

How often do you floss? How often do you brush?

MEDICAT HISTORY

Physician's Name Date of last visit

Have you ever taken any ol the group of drugs collectively referred to as "fen-phen?" These include combinalions of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). I Yes f] No

Have you had any serious illnesses or operations? [ Yes n No lf yes, describe

Have you ever had a blood transfusion? [ Yes f] No lf yes, give approximate dates

(Women) Are you pregnant? ! Yes n No Nursing? ! Yes I No Taking birth control pills? [ Yes f] No

Check ( / ) rt you have or have had any of the following:

f]Anemia n Congenital Heart Lesions n Hepatitis n Scarlet Fever

E Shortness of BreathI Arthritis, Rheumatism E Cortisone Treatments f] Hernia Repair

I Rrtiticiat Heart Valves I Cough, Persistent

I ArtificialJoints, Pins, etc. n Cough up Blood
n nigfr Blood Pressure flSkin Rash

I Asthma

n Back Problems

f] Blood Disease

n Cancer

n Diabetes

fl Epilepsy

n Glaucoma

n Headaches

n Bleeding Abnormally n Fainting

L] HIViAIDS

E Jaw Pain

fl Kidney Disease

fl Liver Disease

E Stroke

E Swelling of Feet or Ankles

flThyroid Problems

flTobacco Habit

n MitralValve Prolapse n Tonsillitis

n Pacemaker flTuberculosis

n Chemical Dependency n Heart Murmur n Radiation Treatment n Ulcer

n Respiratory Disease f]Venereal Disease

n Rheumatic Fever
I Chemotherapy n Heart Problems

flCirculatory Problems n Hemophilia

List medications you are currently taking and the correlating diagnosis: Allergies:

AUTHORTZATION AND RELEASE
To the best of my knowledge, lhe above inlormation is complete and corr€cl. I undorstand that it is my responsibility to intorm my doctor if l, or my
minor child, ewr have a change in health.

I certify that l, and/or my dependent(s), have insurance coverage with and assign directly to
Name of Insurance Company(ies)

all insurance benefits, if any, othenryise payable to me for services rendered. I understand that
I am financially responsible for all charges whether or noi paid by insurance. I authodze the use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disclose such iniormation to lhe above-named Insurance Company(ies) and
lheir agents for the purpose of obtaining payment icr services and determining insurance benefils or the benefits payable lor related services. This
consent will end when the current treatment plan is complotsd or one ygar from the date signed below.

Signalure of Patient, Parent, Guardian or Personal Representative Date

@
Payment la due ln full at tlme ol trcatment unl€/ss prior arnngements have be€,n ap$oved.



NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY
We arc  r cqu r rcd  by  app l r cab lc  f cdc ra l  and  s ta te  l aw  to  ma in ta in  the  p r i vacy  o f  you r  hea l th  rn fo rmat ion .  We a re  a l so
requr red  to  g i vc  you  th i s  No t i cc  abou t  ou r  p r i vacy  p rac t i ccs ,  ou r  l cqa l  du t ies ,  and  your  r rgh ts  concern rng  your  hea l th
in fo rmat ion  Wc mus t  fo l l ow  thc  p r i vacy  p rac t rccs  tha t  a re  c l csc r ibcd  in  th i s  No t i ce  wh i le  i t  i s  i n  c f f cc t  Th rs  No t i cc
takcs  c f fec t  Apr i l  1 '  2003  ,  and  wr l l  r cma in  rn  c f f cc t  un t r lwc  rep lacc  r t

W c  r c s c r v c  t h c  l g h t  t o  c h a n g c  o u r  p r i v a c y  p r a c t r c c s  a n d  t h c  t o m r s  o f  t h i s  N o t i c c  a t  a n V  t i m c  p r o v i d c d  s u c h
changcs  a rc  pc rm i t t cd  by  app l r cab lc  l aw  Wc rcsc rvc  thc  r l gh t  to  rnakc  thc  changcs  i l  oL r r  p rvacy  p rac t rccs  and  thc
ncw tc rms  o f  ou r  No t rcc  c f f cc t r vc  fo r  a l l  hea l th  i n fo rmat ion  tha t  wc  ma in ta in ,  i nc lud ing  hca l th  rn fo rmat ion  ' / / c  c rca t
cd  o r  r ccc i vcd  bc fo rc  wc  rnadc  thc  cnangcs  Bc fo rc  wc  makc  a  s rqn r f r can t  chanqc  i r r  ou r  p rvJCy  p rac t  c r : s  ! ' " , c ' , !  l
c f range  th i s  No t i ce  and  makc  the  ncw No t i ce  ava i l ab le  upon  reques t .

You  may  requcs t  a  copy  o f  ou r  No t rce  a t  any  t rme ,  Fo r  morc  i n fo rmat ion  abou t  ou r  p r i vacy  p rac t i ccs ,  o r  fo r  ac ld r t i on
a l  cop ics  o f  th i s  No t i cc ,  p l casc  con tac t  us  us inq  thc  i n fo rmat ion  l r s t cd  a t  thc  cnd  o f  th i s  No t i cc

USES AND DISCLOSURES OF HEALTH INFORMATION
Wc usc and d isc lose hca l th  in format ion about  you for  t rcatmcnt ,  paymcnt ,  and hca l thcare opcrat rons For  cxarnp lc

Treatment :  We may use or  d isc lose your  heal th  in format ion to  a  physrc ian or  o ther  heal thcare provrder  pro
r r i r i i r r n  l r a 2 r r n o n t  t n, - ,  , .  . -  yoL l

Payment :  We may  usc  and  d i sc losc  your  hca l th  i n fo rmat jon  to  ob ta in  payment  fo r  se rv i ccs  wc  p rov idc  to  you

Hea l thca re  Opera t ions :  We may  use  and  d i sc losc  your  hea l th  i n fo rmat ion  in  connec t ion  w i th  ou r  hea l thca rc  opc r -
a t rons  Hca l thca rc  opc ra t ions  rnc ludc  qua l i t y  asscssmcn t  and  rmprovcmcn t  ac t i v i t r cs ,  r cv i cwrng  thc  compc tc 'ncc  o f
q u a l i f i c a t r o n s  o f  h c a l t h c a r c  p r o F c s s r o n a l s ,  c v a l u a t r n g  p r a c t i t i o n c r  a n d  p r o v i d c r  p c r f o r m a n c c ,  c o n d u c t r n e  [ r a r n r n q
programs,  acc rcd t ta t ton .  cc r t r f r ca t ron ,  l t ccns ing  o r  c rcdcn t ia l tng  3Ct rV , t , cs .

Your  Au tho r i za t ion :  In  add i t i on  to  ou r  use  o f  you f  hca l th  i n fo rmat ion  fo r  t r ca tmcn t ,  payment  o r  hca l thca rc  opc ra l
t rons ,  you  may  g i vc  us  wr i t t en  au tho r i za t ion  to  use  your  hca l th  i n fo rmat ion  o r  to  d i sc losc  r t  t o  anyonc  fo r  a ry  pu r -
posc  l f  you  g i ve  us  an  au tho rza t ion ,  you  may  rcvoke  i t  i n  wr t rng  a t  any  t jme  Your  revoca t ron  w i l l  no t  a f f cc t  anV usc
nr  r l i qe  Inq | r ^<  nn rmr t ted  by  yOUr  aUtho f  iZa t ion  wh i lC  l t  WaS In  C f fCCt  Un ICSS yOU g iVC US a  wr r t tCn  au tho r lZa t iOn ,  wC
canno t  usc  o r  d i sc losc  your  hca l th  i n fo rmat ion  fo r  any  reason  cxccp t  thosc  desc r rbcd  in  th rs  No t rce

T o  Y o u r  F a m i l y  a n d  F r i e n d s :  W e  m u s t  d i s c l o s e  y o u r  h e a l t h  i n f o r r n a t i o n  t o  y o u ,  a s  d c s c l b c d  r r r  t h c  P a t  c n t
R igh ts  scc t ion  o f  th i s  No t i ce  Wc mayd isc loseyour  hea l th  i n fo rmat ion  to  a  fami l y  mcmbcr ,  f r i cnd  o r  o thc r  p ( -1 r -son

to  thc  cx tcn t  ncccssary  to  hc lp  w i th  your  hca  thca rc  o r  wr th  pa iymcn t  fo r  yo r , r r  hca l thca rc  bu t  on ly  r f  yo l r  . rg rco  f  l - ra t
wc may c jo so.

P e r s o n s  I n v o l v e d  l n  C a r e :  W c  m a y  u s c  o r  r l i s c l o s e  h e a l t h  i n f o r m a t r o n  t o  n o t i f y ,  o r  a s s i s t  r n  t h c  n o t r f i c a t i o n  o i
( i nc lud rng  idcn t i f y rng  o r  i oca t rng )  a  famr l y  mcmbcr ,  you r  pe rsona l  r cp rcscn ta t r vc  o r  ano thc r  pc fson  rcspons ,b l c  fo r
your  ca rc ,  o f  you r  l oca t ron ,  you r  gcnc ra l  cond i t ron  o r  dca th  l f  you  a rc  p rcscn t ,  t hcn  p r io r  to  usc  o r  d rsc losu rc  o f  you r
hcal th inforrnat ion,  wc wr l l  providc yoLr wrth an opportunrty to obJcct  to such uscs or  d isc los,rrcs In the cvcnt  of  your
r n c a p a c i t y  o r  c m c r g c n c y  c i r c u m s t a n c c s ,  w c  w t l l d i s c l o s c  h c a l t h  r n f o r m a t r o n  D a s c d  o n  a  d c t c r m i n a t l o n  u s r n q  o u r
n r n f r < < r n n a l  t r r r { n m n n t . l r < r l n < r n n  n n l r ,  h n r l t h  i n f n r m a i i n n  t h 2 l  , <  d r r n n l ' l r r  r n l n \ / a n t  l n  i l - n  ^ n . c n n  c  , n r r n l r r n r, , -n t  d i sc los ing  on ly  hca l th  i n fo rmat ion  tha t  i s  d i r cc t l y  r c l cvan t  to  the  pc rson 's  i nvo lvcmcn t  i n  you r
hca l thca rc  We wr l l  a l so  usc  ou r  p ro fess iona l - -1udgmcn t  and  ou r  cxpc r i cncc  w i th  co rnmon p rac t i ce  to  makc  rcason
ab lc  ,n fc rcnLcs  o f  you r  bcs t  l n t c rcs t  rn  a l l owrng  a  pc rson  to  p ' ck  up  f ' , l cd  p rcsc i l p t rons  mcdrca l  suop l r cs  x - rays  o r
o the r  s im i la r  fo rms  o f  hca l th  i n fo rmat ion

Marke t ing  Hea l th -Re la ted  Serv i ces :  We w i l l  no t  usc  your  hca l th  i n fo rmat ron  fo r  marke t ing  communrca t rons
w i thou t  you r  wr i t t cn  au tho f  i za t ron

Requ i red  by  Law:  Wc  may  usc  o r  d i sc losc  your  hca l th  i n fo rmat ron  whcn  wc  a rc  requ i r cd  to  do  so  by  law

Abuse  o r  Neg lec t :  Wc  may  d rsc losc  your  hca l th  i n fo rmat ion  to  appropra tc  au tho r i t i cs  i f  wc  reasonab ly  bc l i cvc  tha t
\ /n r  |  2 rn  :  nnqqrh rn  \ / , . t jm  Of  abUSC,  noq lCCt ,  Or  dOntCSt rC  V |OICnCC Or  the  pOSSi t r lC  V tc t im  Of  O the r  C f  imCS.  We rnay  d iS -
c losc your hcal th informat ion to thc extcnt  ncccssary to avcrt  a scr ious thrcat  to your hcal th or  safety or  thc hcal th
or safcty of  othcrs



Nat ional  Secur i ty :  We may disc losc to mi l i tary author i t ies the heal th informat ion of  Armed Forces pcrsonnel  under
ce r ta in  c i r cumstances .  We may  d i sc lose  to  au tho r i zed  federa l  o f f r c ia l s  hea l th  i n fo rmat ion  requ i red  fo r  l aw fu l  rn te l l i -
gcncc ,  coun te r in te l l rgencc ,  and  o thc r  na t iona l  secu r i t y  ac t i v i t i cs  Wc  may  d rsc losc  to  co r rcc t i ona r  i ns t r tu t i on  o r  l aw
enforcement of f ic ia l  having lawful  custody of  protcctcd heal th informat jon of  inmate or  oat ient  r rncler  certa in c i rcum-
stances

Appo in tmen t  Reminders :  We may  use  o r  d i sc lose  your  hea l th  i n fo rmat ion  to  p rov ide  you  w i th  appo in tmen t
reminders  ( such  as  vo icema i l  messaqes ,  pos tca rds ,  o r  l e t te rs ) .

PATIENT RIGHTS
Access :  You  have  the  r i gh t  to  l ook  a t  o r  ge t  cop ies  o f  you r  hea l th  i n fo rmat ion  w t th  l im t ted  excep t ions  You  may
requcs t  tha t  wc  p rov idc  cop ics  i n  a  fo rmat  o the r  than  pho tocopres  We wr l l  usc  thc  fo rmat  you  requcs t  un less  we
^^^h^ '  ^ '^^ l ;^^hr"  Jo so.  (You must make a request  in wr i t ing to obtain access to your heal th informat ion.  You mayL c l r  i l  r u L  P r  d u r . r L d u r y  L

n h t a i n  :  f n r m  t ^  r o n l, . - , , y u e s t a c c e s s b y u s i n g t h e c o n t a c t i n f o r m a t i o n l i s t e d a t t h e e n d o f t h i s N o t i c c  W e w i l l  c h a r g c y o u
a reasonable cost-based fee for  cxpenses such as copies and staf f  t ime, You may also request  access by sending us
a  le t te r  to  the  address  a t  the  end  o f  th i s  No t i ce ,  l f  you  reques t  cop ies ,  we  w i l l  cha rge  you  $0  10  fo r  each  pagc ,
$ 15.00 per hour for  staf f  t ime to locate and copy your heal th informat ion,  and postage i f  you want the copies mai led
to you,  l f  you request  an al ternat ive format,  we wi  l l  charge a cost-based fee for  provrding your heal th informat ion in
t h ^ l  f ^ r f f ^ l  I f  . , ^ . ,  ^ ,Lr rdL rur  ' rdL,  r  yuu p- . , r€f€r ,  we wt l l  prepare a summary or  an explanat ion of  your heal th informat ion for  a fee.  Contact
us using the informatron l is ted at  the end of  th is Not lce for  a fu l l  explanat ion of  our fee structure.)

D isc losu re  Accoun t ing :  You  have  the  r i gh t  to  rece ive  a  l i s t  o f  i ns tances  in  wh ich  we  o r  ou r  bus iness  assoc ia tes
d isc losed  your  hea l th  i n fo rmat ion  fo r  pu rposes ,  o the r  than  t rea tmen t ,  payment ,  hea l thca re  opera t ions  and  ce r ta in
othcr actrv i t ics,  for  the last  6 years,  but  not  before Apr i l  14,  2003 l f  you request  th is account ing rnore than oncc in a
12-month per iod,  we may charge you a reasonable,  cost-based fee for  responding to these addi t ional  requests

Res t r i c t i on :  You  have  the  lgh t  to  reques t  tha t  we  p lace  add i t i ona l  res t r i c t i ons  on  ou r  use  o r  d i sc losu re  o f  you r
hca l th  rn fo rmat ion  Wc a rc  no t  r cqu i red  to  ag rce  to  these  add i t i ona l  res t r i c t i ons ,  bu t  r f  we  do ,  we  w i l l  ab rde  by  ou r
agrccment (exccpt  In an emcrgcncy)

Al ternat ive Communicat ion:  You have the r ight  to request  that  we communicate wi th you about your heal th infor-
ma t ion  by  a l t c rna t i vc  means  o r  to  a l te rna t i ve  l oca t ions  (You  mus t  make  your  r cques t  l n  wr r t i ng  )  Your  reques t  mus t
spcc t f y  the  a l te rna t i ve  means  o r  Ioca t ion ,  and  p rov rde  sa t i s fac to ry  cxp lana t ion  how paymcn ts  w i l l  be  hand led  undc r
the  a l te rna t i ve  means  o r  l oca t ion  you  reques t .

Amendment:  You have the i lght  to request  that  we amend your heal th informatron (Your request  must  be In wr i t ing
and i t  must  expla in why the informat ion should be amended )  We may dcny your request  under certa in ctrcumstances

E l e c t r o n i c  N o t i c e :  l f  y o u  r c c e i v e  t h i s  N o t i c e  o n  o u r W e b  s i t e  o r  b y  e l e c t r o n i c  m a i l  ( e - m a i l ) ,  y o u  a r e  e n t i t l e d  t o
rcceive th is Not icc in wr i t ten form.

QUESTIONS AND COMPLAINTS
lf you want more information about our privacy practices or have questions or concerns, please contact us

l f  r i n r  r  : r a  n n n n o r n a r l, , - -  that  we may have v io lated your pr ivacy r ights,  or  you disagree wi th a decrs ion we made about
2. .o<e tn \ /nr  r r  haal i l -1 informat ion Or in reSpOnse tO a request  yOU made tO amend Or restr ic t  the USe Or diSClOSure Of
your  hea l th  i n fo rmat ion  o r  to  have  us  commun ica te  w i th  you  by  a l te rna t i ve  means  o r  a t  a l te rna t i ve  l oca t ions ,  you
may  comp la in  to  us  us ing  the  con tac t  i n fo rmat ion  l i s ted  a t  the  end  o f  th i s  No t i ce .  You  a l so  may  submi t  a  wr i t t en
comp la rn t  to  thc  U .S  Depar tmcn t  o f  Hca l th  and  Human Serv i ces  We w i l l  p rov ide  you  w i th  the  address  to  f i l e  you r
comp la ln t  w i th  the  U .S  Depar tmen t  o f  Hea l th  and  Human Serv rces  upon  reques t ,

W e s u p p o r t y o u r r i g h t t o t h e p r i v a c y o f y o u r h e a l t h i n f o r m a t i o n  W e w i l l  n o t r e t a l i a t e i n a n y w a y i f  y o u c h o o s e t o f i l e
a  comp la in t  w i th  us  o r  w i th  t f re  U .S  Depar tmen t  o f  Hea l th  and  Human Serv i ces ,

conracr of f icer :  Tamara K.  Abbett ,  D.D.S.

Telephone:

E ' m a i l :

(541) 779-9059 Fax: (541) 779-0226

Address 940 Ellendale Dr. Medford, OR 97504

( ,  2002  A rnc r r can  DenLa l  Assoc ra t ron

A l l  R rgh ts  Resc rvcd

Reproc juc t l on  anO use  o f  Lh t s  f o rm  by  den t r s t5  and  t he i r  s t a l ' f  r s  pe rmr l t ed  Any  o lhe r  usc .  dup l i ca t ron  o r  d r s t l bu t t on  o t  t h r s  l ' o rm  by  any  o the r  pa r t y  r equ l res  t he  p |o r

w r t t en  app rova l  o f  t he  Amcr r can  Den ta l  Assoc ra l ron

Th i s  Fo rm i s  educa t i ona l  on l y ,  does  no t  cons t i t u te  l ega l  adv i ce ,  and  cove rs  on l y  f ede ra l ,  no t  s ta te ,  l aw  (Augus t  14 ,2002 ) .



TAMARA K. ABBETT, D.D.S,, P.C.

ACKNOWLEDGEMENT OF RECEIPT OF
''NOTICE OF PRTVACY PRACTICES''

I You May Refuse to Sign This Acknowledgement *

@atie,nt's name) have received a copy of this office's
'Notice of hivaw Practices".

(If minor, Printed name of Parent or Guardian ) Relationship to Patient

Patient (or PararVGuardian's) Signature Date

*****For Ofrice Use OnlYr'*r'**

We attempted to obtain writte,n acknowledgeme,lrt of receipt of our 'Notice of Privacy Practices", but
acknowledganent could not be obtained because:

Individual refused to sign

Commun ication barriers prohibited obtain ing the acknowledgem e,lrt

An emergency situation preve,nted us from obtaittit g acknowledganent

Other (Please Specifr):

2002 Arncrican Dcntal Association
All Rigbts Rescrved
Reproduaion and use of this fotrt b dentiscs and th€ir staffis p€rmitted. Any other use, duplication or distribution of tris form by any
ofrer party rcquircs thc prior writtcn approval of thc Anprican Dcntal Association.
This Form is educational only, docs not constitutc lcgal advicc, and covcrs only fcdcral, not strrtc law (August 14,2002).
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