








Privacy Practices Acknowledgement 
 

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

 
 
Name: __________________________________      Birth Date: ______________ 
                                      Please Print. 
 
 
Signature: _______________________________      Date: ___________________ 

 
 
 

Confidentiality and Use and Disclosure of Information 
 

You understand that information obtained in this form will be treated as privileged and 
confidential and will not be released or revealed to any third party (other than for 
treatment, payment, or health care operations purposes) without your authorization, as 
described below. 
 
Dr. Hepler is committed to continuing education for improvement. Your photos, dental 
models and pertinent dental and medical histories may be shared with other health 
professionals and patients for the purpose of education, marketing, review and learning. 
Your personal information will be protected. 
  
Your signature below indicates your authorization for the dentist and the dentist’s staff to 
use your photos and dental records. This would authorize the publication and computer 
illustration of your photos for educational and marketing purposes, and you will waive all 
claims against any party based on the usage of the images, including, but not limited to, 
claims that the use of the images defames you or constitutes an infringement of your 
rights to privacy, or any other right you may enjoy.  
 
 
 
 
Signature: ______________________________________________________________ 
 
 
Date:___________________________________________________________________ 
 


