Cherryl A Davis, DDS, PA

ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES
· you may refuse to sign this acknowledgement*

I, ______________________________, have received a copy of this office’s Notice of Privacy Practices.

In addition to allowing disclosure of my information for treatment, payment and healthcare operation; I authorize the office of Dr. Cherryl A Davis to release information to the following:
(Please print full name and relationship)

_________________________________________________________________
_________________________________________________________________

_________________________________________________________________
Print Name

Signature

Date

For office use only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practice, but acknowledgement could not be obtained because:

___  
 Individual Refused to sign

___  
Communications barriers prohibited obtaining the acknowledgement

___  
An emergency situation prevented us from obtaining acknowledgement

___ 
 Other (please specify)
