
 

     54 Commerce Drive, Suite 1 

           Riverhead, NY 11901 

    631-591-3243 

 
 
ACKNOWLEDGEMENT OF RECEIPT 
 
I acknowledge that I received a copy of [Bella Smiles] Notice of Privacy 
Practices. 
 
 
Patient name:  
Please Print:________________________________________________  
 
Signature: __________________________________________________ 
Date__________ 
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