
 

121 Vann Street NE Suite 201, Marietta, GA 30060 Phone: (770) 422-5220 Fax: (678) 253-6502 

www.anchorperio.com 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 
I have received a copy of this office’s Notice of Privacy Practices. By signing this form, you consent to our use and disclosure of 

your protected health insurance to carry out treatment, insurance claims, payment activities and healthcare operations. You will 

have the right to revoke this consent at any time by submitting to our office written notice of your revocation. Please understand 

that revocation of this consent will not affect any action we took in reliance on this consent before we received your revocation 

and that we may decline to treat you or to continue treating if you revoke this consent. 

 

Indicated below are names of any Person(s) to whom I would like Anchor Periodontics to allow disclosure of individually 

identifiable Health Information Health Information (IIHI). (Optional) 

 

Name: _________________________________________________ Relation: _____________________________________ 

 

Name: _________________________________________________ Relation: _____________________________________ 

 

Name: _________________________________________________ Relation: _____________________________________ 

 

Name: _________________________________________________ Relation: _____________________________________ 

 

 

Printed Name: ______________________________________________________________________ 

 

Signature: ____________________________________   Date:  _______________________________ 

 

FOR OFFICE USE ONLY 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but it could not be 

obtained because: 

▪ Individual refused to sign 

▪ Communications barriers prohibited obtaining the acknowledgement 

▪ An emergency situation prevented us from obtaining acknowledgement 

▪ Other (Please Specify): ________________________________________ 

 

 

AGREEMENT TO RECEIVE ELECTRONIC COMMUNICATIONS 
 

I agree that the dental practice may communicate with me electronically at the email address below. I am aware that there is some 

level of risk that third parties might be able to read unencrypted emails. I am responsible for providing the dental practice any 

updates to my email address. I can withdraw my consent to electronic communications by sending written notice to our office. 

 

Email Address: _______________________________________________ 

 

Signature: ___________________________________________________ Date: ___________________ 

 


