Avalon Dental
Jamcs D C;rant DMD
671 E. Wythe Creelk Court, Suite 101
Kuna, D 83634

Acknowlcdgmcnt of Rcccipt of Netice

of rrivacy rractziccs

Name of Faitic:nt:

e e e e

T e ——————

the Noticc of Frivac_:.) F

_________________ vacknowledge that | have read and under st
ractices from Avalon Dental.

-—-—-—-——~-—-——-—~——’

51’5‘1aturc of Patient or Guardian Todaxj‘s Date

If a F_\crsonal representative (other than a parent or guardian) signs this authorization on

behall oF the individual, completc the ‘:o”owing:

T e e e e e ——————————_—

Fersonal representatives name Rclationslwip to individual

For Ofice (4se Only
We m:l'cmptcd to obtain written acknowlcdgmcnt of I'CCCIPt of our Notice of inu:\c.g
[ractices, but ac\mowlcdgnwnt could nat be obtained because:
——— I‘WCJ'\'lduai refused to 5180
Communications barrier Prolwibitcd ol:taining the aanowlcdgmcnt

__ An emergency situation Prcvcntcd us From obtaining acknowledgment

___ Orther(please specify)




