
 
 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 
I, _______________________, have received a copy of the Notice of Privacy Practices of this office. 
        Name (Please Print) 
 
_________________________  __________________ 
Signature     Date 
 
 
*Please note it is your right to refuse to sign this acknowledgement.   
 
 
 

GENERAL PHOTO RELEASE 
 
I hereby grant permission to Jason B. Couch D.D.S. with respect to the photographs 
taken of me, or in which I may be included with others; to use, re-use, and/or publish 
the same in whole or in part, individually, or in conjunction with photographs.  These 
photographs shall be used specifically and exclusively for the purpose of dental 
education, or dental procedure awareness, or dental procedure promotion. 
 
I hereby release and discharge Jason B. Couch D.D.S. from any and all claims and 
demands arising out of or in connection with the use of the photographs, including any 
and all claims for libel. 
 
I hereby convey and assign all rights contained above herein to another doctor or 
vendor for the purpose of dental education, or dental procedure awareness, or dental 
practice promotion. 
 
______________________________________   _____________________ 
Name (please print)      Date 
 
______________________________________ 
Signature 
 
 
I, understand, and hereby state that I am the (mother, father or guardian) 
_______________ of the above named individual and do hereby consent and give 
permission to this agreement. 
 
______________________________________  _________________ 
Name (please print)      Date 
 
______________________________________ 
Signature 
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