
I, ____________________________________________________, HAVE RECEIVED A COPY OF 
 PRINT 

THIS OFFICE’S NOTICE OF PRIVACY PRACTICES. 

______________________________________________________________________________________ 
PLEASE PRINT PATIENT’S NAME (IF DIFFERENT FROM ABOVE) 

______________________________________________________________________________________ 

 PATIENT’S SIGNATURE (PARENT/GUARDIAN SIGNATURE IF PATIENT IS A MINOR) 

______________________________________________________________________________________ 
   DATE 

Steven T. Schmitt, DMD
 1692 Fort Campbell Blvd. Clarksville, TN 37042 

(931) 552-7745
2313 Rudolphtown Rd. Clarksville, TN 37043

(931)931) 647-3960
www.schmittdental.com 

ACKNOWLEDGEMENT OF RECEIPT 
OF NOTICE OF PRIVACY PRACTICES 


