Ortho2Smile
ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES

I have been provided with a copy of this office’s Notice of Privacy Practices, which contains a description of how my Personal Health Information (PHI) is used and shared.

_______________________________________________

______________

Signature of Patient/Authorized Representative



Date
_______________________________________________

Relationship to patient

_______________________________________________

Please print name

If unable to sign please state reason:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
