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It is the policy of our office to protect all of your private
frealth information. There are, however, times when it may become
necessary for us to discuss your treatment, bHost-operative
treatment, or appointments with someone other than yourself.,
Please list the names helow of individuals that we may speak

with.

Name

Phone

May we leave a detaliled message on your answering machine?

Yes

NO

Thank you,

Robert C., Freeman, D.D.S,.

and Team

Patlent Signature

Witness Signature

Office
6555 Chapman Hwy.
Knoxville, TN 37920

Mailing Address
P.O. Box 9281
Knoxville, TN 37940

Telephone
(865) 577-7535
Fax 577-2042




Robert C. Freeman, D.D.S.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

l, , have received a copy of this

office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

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

8] Individual refusedt to sign
{J Communications barriers 'prohibited obtaining the acknowiedgement

[ Anemergency situation prevented us from obtaining acknowledgement

[J Other (Please Specify}
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