ACKNOWLEDGEMENT
OF
_ PRIVACY PRACTICES

STEVEN M. KIM, D.D.S., P.S.
10614 SE Keni-Kangley Road
Suite 102
Kent, WA 98030

253.854 3340
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that this information can and will be used to:

o Providemdcoaﬁmmy&mmmganmnbaofhedthmprovideswhomaybe
involved in that treatment directly and indirectly
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daai)dmof&omumddimofmymm’hfm I have been given the right to
review and receive a copy of such Notice of Privacy Practices. I understand that my dental provider has
duﬁ@tmdmgaﬁeNoﬁaafPﬁumcawud&sImwﬂﬁsoﬁmaﬂwd&mdme
to obtain a current copy of the Notice of Privacy Practices. .
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agree to my requested restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient Name: Date:

Signature:
Relationship to Patient:
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For Office Use Only:

We were unable to obtain the patient's written acknowledgement of our Notice of Privacy Practices due to the following reason:
O The patient refused to sign '

0O Communication barriers

O Emergency situation

O Other



