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I, ________________________________________________________, have received a copy of this office’s 
Notice of Privacy Practices. 
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We attempted to obtain written acknowledgement of receipt of our Notice of privacy Practices, 

but acknowledgement could not be obtained because: 
 

 Individual refused to sign 

 

 

 
 

 

 

 

 

 

 

 

  
  
  
 

Dr. H. Derick Phan D.D.S., C.A.G.S 
San Jose Office    Palo Alto Office  
150 N. Jackson Ave. Suite 211   750 Welch Rd. #102  

San Jose CA 95116    Palo Alto, CA 94304  

Tel. (408)251-7901    Tel. (650)325-2496 

Fax (408) 251-0991 

PHANORTHODONTICS.COM 


