WESTON DENTAL SPECIALISTS GROUP, PC
Heggerick, Alwazzan & Noel, D.M.D.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your
protected health information to carry out treatment, payment activities, and healthcare
operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before
you decide whether to sign this Consent. Our Notice provides a description of our treatment,
payment activities and healthcare operations of the uses and disclosures we may make of your
protected health information, and of other important matters about your protected health
information. Notice of Privacy Practices is attached and we encourage you to read it carefully
and completely before signing this Consent

I have had full opportunity to read and consider your Notice of Privacy Practices. | understand
that, by signing this Consent form, | am giving my consent to your use and disclosure of
protected health information to carry out treatment, payment activities and health care
operations.

We may disclose your health information to a family member, friend or other person to the
extent necessary to help with your healthcare or with payment for your healthcare, but only if
you agree that we may do so. Please list name:

Name: Relation:

Patient Signature: Date:

If this Consent form is signed by a personal representative on behalf of the patient, complete the
following:

Personal Representative's Name:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT

For Office Use Only
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be
obtained because:
O Individual refused to sign

O Communications barriers prohibited obtaining the acknowledgement



