
Dr. Patrick Reilly DMD
1189 S. Perry Street, Suite 200

Castle Rock CO  80104
303-688-3008

Notice and Acknowledgement

Acknowledgement:

I acknowledge that I have received the attached Notice of Privacy Practices.

____________________________________
Print Patient or Personal Representative
Name

_____________________________________ ________________
Patient or Personal Representative Date
Signature

If Personal Representative’s signature appears above, please describe Personal
Representative’s relationship to the patient.

___________________________________________________


