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Jon G. Rischer, D.D.S ● Valle Wilhite Rischer, D.D.S. 

1101 Club Village Drive, Suite 106 ● Columbia, MO  65203  

573.874.8744 ● fax 573.499.4702 

ACKNOWLEDGEMENT OF RECIEPT OF PRIVACY 

PRACTICES NOTICE 
 

Section A 

Patient Name: _____________________________________Date of Birth:_____________________ 

Mailing Address:____________________________________________________________________ 

SSN:_____________________________     Telephone Number:_____________________ 

E-mail:____________________________________________________________________________ 

I_________________________________, acknowledge that I have received a Notice of Privacy 

Practices from the above-named practice. 

Patient Signature: ____________________________________    Date: ________________ 

OR 

Responsible Party Signature____________________________    Date: ________________ 

Relationship to Patient: ________________________________ 

 

(For office us only: If patient wishes to decline a signature for this form) 

 

Section B 

 

Describe you good faith effort to obtain the individual: ___________________________ 

 

__________________________________________________________________________ 

 

 

Describe the reason why the individual would not sign this form: ___________________ 

 

___________________________________________________________________________ 

 

I, __________________________, attest that the above information is correct. 

 

Signature: __________________________   Date: _______________ 

 

Print name: _________________________ 

 

 

 


