
ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that i have been provided the American Dental Association "Notice of
Privacy Practices":

It tells me horv Dr. Nation l)orsel' r,vill use mt' health inlbmration fbr the purposes
of It'tv treatnreut. payrnent lbr m1,treatnrenl. and hcaltl"r care operatiorrs.

'fhe Notice also explains in mure detail hou,Dr. Nation Dorsey nray Llse and share
rny health infbrmation fbr other than treatment, payment. and health care
operations.

Dr. Nation l)orsey will also use and share my health information as

required/permitted by 1aw-.

I understand that if I rvant no other persons other than myself to have access to my
health care inl'ormation that I must infornr Dr. Nation Dorsey. in u'riting. to this
effeot (fbrms available).

Patient' s Clornplete Legal Nan.tc:

(please print)

Signature Date:
(Patient or Legally Authorized Representative)

Relationship of Legally Authorized Representativc to Patient

a

a

a

a


