
Golnick{lPediatricDental Associates Acknowledgement of l)/otice of
PriuaE Practices Forru

I have been given a copy of this Office's Notice oJ PiuaE Practices (T\oticl), which describes how m1'

health infotmation is used and shared. I understand that this Office has the right to change this Natzir
at aflv drne.

I am aware tlat I mav obtain a curent copy by contacting the Of6ce's HIPAA Compliance Officer.

My signature below acknowledges that I have been ptovided with a copy ol the Notice of
Privacy Pnctices:

Signature of Patient or
Penonal Representative

Patient Namc

Name of Personal
Representative (if
applicable)

Date

Fot Feci[ty Uec Only: C.omplcte this srction ifyou ar uaable to obaia z signzate.

1. If the resideat or pesond represcnative is uoable or rmwilling to siga this Atbtotbdgacat, or the
Athaoubdgacat is not signed for arry other reasor. state ttre reasoo:

a Describe the steps tateo to ot tain &e resideot's (or persoo.l rcpresentative's) signetue on the

Aekroobdgnert:

Completcd by

Sign.tu.e of Facility
Representrtive

Date

1Template Version: v202O.A HIPAA Documentation Kit


