
Privacy Practices Acknowledgement

F. Nelson Clements, DMD
2310 North Patterson Street Building E

Valdosta, GA  31602
(229) 242-5511

I have received the Notice of Privacy Practices and I have been provided an opportunity
to review it.

Name: ____________________________ Birthday: ____________

Signature: _________________________

Date: _____________________________

If a personal representative on behalf of the patient signs this consent, complete the
following:

Personal Representative’s Name: _____________________________________

Relationship to the Patient: __________________________________________


