ALLAM".Y DENTAL

THOMAS NYMBERG D.D.S.

Privacy Practices Approval

| have reviewed the privacy practice notice and understand the
circumstances in which this office may need to utilize or release my
dental records. | agree to allow my records to be used as needed
under the guidelines of the privacy requirements.

| understand that this office will properly maintain my records, and will
use all due means to protect my privacy as outlined in this privacy
practices statement.

Patient Sig_nature Date
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Print the Patient Name



