Four Corners Oral and Maxillofacial Surgery

Receipt of Privacy Practices & Communication Consent
 Signature Sheet

I, (Please Print Name), _____________________________________________, have received a copy of this office’s Notice of Privacy Practices and hereby authorize this provider and its employees, agents, and assignees to contact me via e-mail and text messaging, and to my cellular devices. I consent to Agency of Credit Control and its assignees to communicate with me by telephone, e-mail, fax, or other means. 




_____________________________________________________________________
			Signature


_____________________________________________________________________
			Date


_____________________________________________________________________
			Relationship to Patient





Witness:

______________________________________________
			Name


_____________________________________________________________________
			Signature


_____________________________________________________________________
			Date
