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Notice of Privacy Practices Acknowledgment

Riverside Dental Health

Acknowledgment of Receipt of Notice of Privacy Practices

Our office is required by law to maintain the privacy of your protected health information (PHI) and to provide you with our Notice of Privacy Practices, which explains how your medical and dental information may be used and disclosed, as well as your rights regarding that information.

By signing below, you acknowledge that you have received (or have been offered) a copy of Riverside Dental Health's Notice of Privacy Practices.

Patient Name: _______________________________________________

Date of Birth: _______________________________________________

Patient/Guardian Signature: __________________________________

Relationship to Patient (if applicable): ________________________

Date: _______________________

Communication Preferences

Please indicate how you prefer we contact you regarding appointments, treatment, insurance, and billing.

☐ Phone Call

☐ Text Message

☐ Email

☐ Voicemail (Messages may include appointment reminders and limited treatment or billing information.)

Preferred Phone Number: ________________________________________

Preferred Email Address: ________________________________________
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