Cynthia L. Graves, D.D.S.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

(I
Privacy Practices.

, have received a copy of this office’s Notice of

{Signature}

{Date}

Consent/ Release:

| authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper
dental care.

| authorize release of any information concerning my (or my child’s) health care, advice and treatment
provided for the purpose of evaluating and administering claims for insurance benefits.

| authorize release of any information concerning my (or my child's) health care, advice and treatment to
another dentist.

| hereby authorize payment of insurance benefits directly to the dentist or dental group, otherwise payable to
me. _

| understand that my dental care insurance carrier or payor of my dental benefits may pay less than the
actual bill for services. | understand | am financially responsible for payments in full of all accounts. By
signing this statement, | revoke all previous agreements to the contrary and agree to be responsible for
payment of services not paid, in whole or in part by my dental care payor.

| attest to the accuracy of the information on this page.

PATIENTS OR GUARDIAN'S SIGNATURE

DATE:




