
Pittstown Smiles Family Dental Care

ACKNOWLEDGEMENT OF
Notice of Privacy Practices

Consent to Release of Information
Consent to Assignment of Benefits

Consent to Financial Responsibility

*YOU MAY REFUSE TO SIGN THE ACKNOWLEDGEMENT*

1, _____________________________________ have received a copy of this Offices’
Notice of Privacy Practices.

(Initial) _____ I acknowledge that my co-pay and deductible are due and will be collected
by the office on the day of service as per my Insurance contract.

________________________________________________________________________
Print Name

________________________________________________________________________
Signature

__________________________
Date

>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>
For Official 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)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________


