
 

 
 

Susan E. Vickers, DMD, PA 
6512A Deer Pointe Drive 

Salisbury, MD 21804 
410-749-0009 

 
Acknowledgement of Receipt of Notice of Privacy Practices 

 
 
 

Susan E. Vickers, DMD, PA ‘Notice of Privacy Practice’ provides information about how we may use and disclose 
protected health information about you. Please acknowledge receipt of this office’s notice of Privacy Practice by initialing 
below. 

                                                                             ___________________ 
                                                                                           Initial 

 
Our Notice of Privacy states that we reserve the right to change the terms as described. 

                                                                             ___________________ 
                                                                                            Initial 

 
You have the right to request restrictions on how our protected health information may be used or disclosed for treatment, 
payment, or health care operations. We are not required to agree to your restrictions, but if we do, we are bound by our 
agreement with you. 

                                                                              ___________________ 
                                                                                             Initial 

 
 
By signing this form, you consent to our use and disclosure of protected health information about you for the treatment, 
payment and health care options. You have the right to revoke this consent, in writing, except where we have already 
made disclosures in trust on your prior consent. 
 

 
Name of child(ren) 

____________________________________________ 
____________________________________________ 
____________________________________________ 

 
 
______________________________________________                              _________________ 
                   (Parent or Guardian Signature)                                (Date) 
 

 
PLEASE REVIEW AND SIGN THE PERMISSION TO BRING FORM ON THE BACK OF THIS PAGE 



 

 
Susan E. Vickers 

6512A Deer Pointe Drive 
Salisbury, MD 21804 

410-749-0009 
 
 

I ____________________________________ give my permission for the 
authorized person(s) below to bring my child(ren) to Dr. Vickers office for any and 
all dental appointments and any treatment my child may need. This would be anyone 
other than parents or legal guardian. 
 
 

Authorized person(s):  

___________________________________________ 

___________________________________________ 

___________________________________________ 

 

 
 
 

Child(ren)’s name: 

------------------------------------------------------------------ 

----------------------------------------------------------------- 

----------------------------------------------------------------- 

 
   _________________________________________                      
 _______________ 
     (Parent or Guardian Signature)                    (Date) 

  


