
 

   

   
40 N. Grand Ave. 

Suite 206 
Fort Thomas, KY 41075 

Phone: (859) 441-0033 
Fax: (859) 441-4875 OCONNORSMILESNKY@GMAIL.COM 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
You may refuse to sign this acknowledgement 

 
 
 
I, _____________________________________, have received a copy of this office’s Notice of Privacy 
Practices. Furthermore, I give permission for O’Connor Dental Care to release information regarding 
my account, appointments, and/or care to listed individual(s). These individuals are in addition to 
any information need to release regarding the payment of my dental bills to third parties. 
 
 
______________________________________  _____________________________________ 
 
 
 
Patient’s Name (Print) ________________________________________ Date _______________ 
 
Signature __________________________________________________________________________ 
 
Guardian (if under legal age) __________________________________________________________ 
 
Guardian Signature __________________________________________________________________ 
 

 
 

 
FOR OFFICIAL USE ONLY 
 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 
 
_____ Individual refused to sign 
 
 
_____ Communication barriers prohibited obtaining the acknowledgement 
 
 
_____ An emergency situation prevented us from obtaining acknowledgement  
 
 
_____ Other ____________________________________________ 


	Date: 
	Guardian if under legal age: 
	Full Name: 
	Party #1 Full Name: 
	Party #2 Full Name: 
	Patients Name: 


