












 

American Family Dental 

Cary A. Shatto, D.D.S. 
 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I, ________________________________________, have received a copy of this office’s Notice of 
Privacy Practices. 

______________________________________________ 

Please Print Name 

______________________________________________ 

Signature 

______________________________________________ 

Date 

 

           Please provide names of who we can release patient information to 

Name_________________________________ 

Relation____________________________________________ 

Cell Phone__________________________________________ 

 

Name_________________________________ 

Relation____________________________________________ 

Cell Phone__________________________________________ 

 

Name_________________________________ 

Relation____________________________________________ 

Cell Phone__________________________________________ 
 

www.drshatto.com 

 




