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ACKNOWLEDGEMENT OF RECEIPT 
 
	
	
I	acknowledge	that	I	have	been	offered/received	a	copy	of	the	W.B.	Hamel	III,	D.D.S.,	P.C.	

Notice	of	Privacy	Practices.	
	
	
	
Patient	Name:			___________________________________________						Date	Of	Birth:		______________	
	
	
Signature:			____________________	__________________________						Date:		_____________________	
																																									Patient/Parent/Guardian	
	
	
	
	

OFFICE	USE	ONLY	
	
	
I	attempted	to	obtain	the	patient’s	signature	on	this	Notice	of	Privacy	Practices	Acknowledgement	but	was	
unable	to	do	so	as	documented	below.	
	
	
Signature:			____________________	__________________________________						Date:		_____________________	
	
	
Reason:			____________________	__________________________________________________________________	
	
	
	
	
	
	

PLEASE	FILL	OUT	REVERSE	SIDE	AS	WELL	
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DISCLOSURE TO FAMILY OR FOR NOTIFICATION 
 
The	purpose	of	this	form	is	to	identify	the	family	members	or	other	persons	to	whom	we	may	disclose	protected	health	

and/or	financial	account	information	about	you	or	notify	regarding	your	care.	
	
	
	
Patient	Name:			___________________________________________						Date	Of	Birth:		_____________________	
	
	
�	 I	authorize	the	following	individuals	to	access	or	discuss	my	private	medical	and	
personal	information:	
	
	

1) _____________________________________________________________________________________	
																																																																			NAME																																																																																																																																																																	RELATIONSHIP	

	
2) _____________________________________________________________________________________	
																																																									NAME																																																																																																																																																																	RELATIONSHIP	

	
3) _____________________________________________________________________________________	

																																																																			NAME																																																																																																																																																																	RELATIONSHIP	

	
4) _____________________________________________________________________________________	

																																																																			NAME																																																																																																																																																																	RELATIONSHIP	

	
	
�	 I	do	NOT	give	anyone	authorization	to	access	or	discuss	my	private	medical	and	
personal	information.	
	
	
	
	 ______________________________________________________________								________________	
																																									Patient/Parent/Guardian	Signature																																																								Date	
	
	
	

THIS	AUTHORIZATION	WILL	REMAIN	IN	EFFECT	UNTIL	YOU	PROVIDE	FURTHER	NOTICE	
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