ST m T e T

Dental Associteg Of Shelton LLp
190 Coram Ave
Shelton,CT 06434
(203) 924.4115
(203) 924-130]

Acknowledgernent of the receipt of the privacy polticy notice

Patient o e ——————————
Address — —

R e
T ackndwledge tha | have received a

., hotice of the privacy policy from the above named practice,

Signature Date_

———

Ifa personal representative sighs this authorizatio%n behalf ofthe
individual complete the following:

Personal Representative’s Name\
Relationship to the indivfdual\\__

Composite Posterjor Fillings

(white fillings)

Please be advised that composite fillings on the bacl teeth are
full by your insurance company. They are paid at the silver rat
insurance companies, There wil| be g balance owed b
fillings.

Palient Signature ’

not paid in
7 ¢ 0y the
y the patient o these

'\




