SOUTHMOOR PEDIATRIC DENTISTRY
ACKNOWLEDGEMENT OF RECIEPT OF
NOTICE OF PRIVACY PRACTICES

The undersiecned Patient or legally authorized represemtative (“Agent”™) or the Patient
acknowledges the he or she received a copy of the Southmoor Pediatric Dentistry Notice
of Privacy Policies on the date indicated below.

Signature: Date:

Patienf:

Informaiion about Agent (attach appropnate documentation):




