
     Michael Schroer, DDS 

     HIPAA Notice of Privacy Practices 
         Acknowledgement of Receipt 

I hereby acknowledge that I have read and received a copy of this office’s HIPPA Notice of Privacy Practices. 

Print Name                                                                                     Date

Signed

I also give the office of Dr. Michael Schroer permission to speak to the following people (if any) regarding my 
dental health information: 

2654 George Washington Memorial Highway 

Hayes, VA 23072 
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