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ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND CONSENT / LIMITED AUTHORIZATION & RELEASE FORM
*You may refuse to sign this acknowledgment & authorization. In refusing we may not be allowed to process your insurance claims.*

DATE:___________________________________________________________________________________________________________________

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this Healthcare facility.  A copy of this signed, dated document shall be as effective as the original.

I,___________________________________________________________________, have received a copy of this office's Notice of Privacy Practices.


PRINT NAME:_____________________________________________________________________________________________________________
SIGNATURE NAME:________________________________________________________________________________________________________

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH/DENTAL INFORMATION:
NAME:_____________________________________________________________ RELATIONSHIP:________________________________________

NAME:_____________________________________________________________ RELATIONSHIP:________________________________________

NAME:_____________________________________________________________ RELATIONSHIP:________________________________________
For Office Use Only - We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but acknowledgment could not be obtained because:
_____ Individual refused to sign

_____ Communication barriers prohibited obtaining the acknowledgment

_____ An emergency situation prevented us from obtaining acknowledgment

_____ Other (please specify)
RELEASE FORM
I authorize the use and disclosure of my name (or child's name), photo, video and/or testimonial for marketing purposes by Cheri W Cunningham DMD. I understand that information disclosed pursuant to this authorization may be subject to redisclosure and may no longer be protected by HIPAA privacy regulations. The photo or video will be used for Social Media and/or Advertising.  I understand that I may revoke this authorization at any time, but such revocation must be in writing. This authorization expires 99 years from date signed.
I have read and understand the above:

Signature:_______________________________________________________________________________________________________________

Printed Name:____________________________________________________________________________________________________________

Date:___________________________________________________________________________________________________________________
