ACKNOWLEDGEMENT
OF
PRIVACY PRACTICES

DaviD BrassegLlL D.M.D,
TRADITIONAL FAMILY DENTISTRY

1383 MANCHESTER DR., NE
SUITE A
CONYERS, GEORGIA 30012

My signature confioms that 1 have been informed of my ﬁg%}r% 1o privacy regarding my protected health
information, under the Health Imsurance Porisbility & Accountability Act of 1996 (HIPAAY 1
understand that this information can and will be nsed to: )

o Provide and coordinate my freatment among 2 number of health care providers who may be
inwolved in that treatment directly and indirectly

0 Obtain payment from third-party pavers for my health care services

8 Conduct normal health care operations such as quality assessment and improvement activities

I have been informed of my dental provider’s Notice gf Privacy Practices containing a more complete
description of the uses and disclosures of my protected health information. 1 have been given the cight to
review and receive 1 copy of such Notice of Privacy Practices. | understand that my dental provider has
the right to change the Notice of Privacy Practices and that I may sontact this office a1 the address above
te obiain a current copy of the Nofice of Privacy Practices.

1 understand that 1 may request in writing that you restrict how my private Information is used or
disclosed to cary out treatment, payment or health care operations and 1 understand that you Arg not
required 10 agree to my requested restrictions, but if you do agree then you are bound fo abide by such
restrictions. -

Prtient Mame: Date:

Signature:

Relationship to Patient:

Dependent family members also covered by this acknowledgement:

stice of Pr ires due 1o the following rempon.

We were unsble 1o obisln the patient’s wrilten sckouwledgomen

£3 The patient sefised 1o gign
13 Cormnunicadion barders
0 Emergency silustion

3 Oher



