
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

 *YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGMENT*

I, _____________________________________________________, have been offered a copy of 
this office’s Notice of Privacy Practices.

__________________________________________________
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:

Individual refused to sign

Communication barrier prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please specify) 
_______________________________________________________

______________________________________________________________________________

______________________________________________________________________________

PLEASE GIVE 48 HOURS

NOTICE IF YOU WILL BE UNABLE

TO KEEP THIS APPOINTMENT

HAS AN APPOINTMENT

DATE TIME

o6483 M-66 Hwy. North
Charlevoix, MI

beacondentalcenter.com

06483 M-66 Hwy. North 
Charlevoix, MI

beacondentalcenter.com

Dr. Michael A. Sullivan
231.547.9141

Dr. Michael A. Sullivan

231.547.9141

THANK YOU FOR CHOOSING BEACON DENTAL CENTER

06483 M-66 Hwy. North Charlevoix, MI

Dr. Michael A. Sullivan 231.547.9141 M-66 Hwy. North Charlevoix, MI www.beacondentalcenter.com




