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ACKNOWLEDGEMENT OF RECEIPT  
 

OF 
 

NOTICE OF PRIVACY PRACTICES 

IN ACCORDANCE WITH HIPAA REQUIREMENTS 
 
 
 

I, ________________________________________, 
Patient, Parent, Guardian 

 
have received a copy of  

 
DELMARVA DENTAL SERVICES’ 

 
“NOTICE” OF PRIVACY PRACTICES 

 
FOR 

 
 
 

PLEASE PRINT PATIENT’S NAME:  _____________________________________________ 
                IF NOT ALREADY LISTED ABOVE 

 
 

SIGNATURE:  _________________________________       DATE:  ___________________ 
 
 
 

 

Robert G. Esham, D.D.S.   Joseph P. Harmon, D.D.S. 
Raymond T. Makowske, D.D.S.  Janet O. Cypher, D.D.S. 

 

1310 Belmont Ave, Suite 301   Salisbury, MD  21804      410-742-3000 


	DATE: 
	PATIENTS NAME: 
	Name: 
	SUBMIT: 


