




2 West 34th Street

PLAZA DENTAL ASSOCIATES, P.C.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

I acknowledge that I have been provided a copy of the Plaza Dental Associates, P.C.
NOTICE OF PRIVACY PRACTICES (Effective April 14,2003). e

Staff
Signature:

Patient
Signature:

Print Full Name:

Date:

If you are the personal representative of the person listed above, please check off the basis for your
authority:

0 Power of Attorney (attach copy)

0 Guardianship Order (attach copy)

0 Parent of Minor

q Other:

Additional Witness Signature for Verbal Consent and Mark:

If Acknowledgment not signed, document efforts to obtain signed acknowledgment and the reason why the
acknowledgment was not obtained:

#I484325


