James A. Williams, D.D.S., P.A.
’ 619 N. First Street
Jacksonville, AR 72076
501-982-5384

PATENT ACKNOWLEDGMENT OF FLECEIPT OF NOTICE OF
- PRIVACY PRACT[CES

L N - : , hereby acknowledge that I have revrewed.
and recerved a copy of this office’s Notice of Przvacy Practices explaining: ’

How this office will use and drsclose my protected health mformauom
My privacy rights with regard to my protected health information.

This office’s obligations concemmg the use and disclosure of my protected health
mformatlon ‘ A ,

- I understand that the Nottce of anac:y Practices may be revrsed from time to time’ and that I am
entitled to receive a copy of any revised Notice of Privacy Pracnces upon request. |

I also understand that my mformatxon may be shared with those I'have hsted below: . |

1.

2,

3.

You may contact the Secreta.ry of the U.S. Department of Health and Human Services with any
concerns regarding our privacy-and security policies and procedures. Please contact. our -office -
for mformatlon on how to contact the U.S. Department of Health and Human Servrces '

I declme a copy of the HIPAA Notice of anag Practlces

PATIENT OR PERSONAL REPRESENTA TIVE _

_ Signature: ‘ - | Date:

Name: (Please Prmt)

Relationship to Patient:




