I, , hereby
acknowledge that I am aware of the Notice of HIPAA Privacy Practices. Any
information provided to them on my behalf will be kept confidential. I have been
given the opportunity to ask any questions I may have regarding this Notice.

PATIENT DATE
John K. Weaver, DMD
James E. Williams, DMD 540 East Main St. Lexington, KY 40508

859-252-0314



