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HIPAA Compliance Patient Consent Form

| understand that | have certain rights to privacy regarding my protected health information. These rights are given to me
under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). This provides a safeguard to my privacy.
What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your Protected Health
Information (PHI). These restrictions do not include the normal interchange of information necessary to provide you with
office services. HIPAA provides certain rights and protections to you as the patient. We balance these needs with our goal of
providing you with quality professional service and care.

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all administrative
matters related to your care are handled appropriately. This specifically includes the sharing of information with other
healthcare providers, laboratories, health insurance payers as is necessary and appropriate for your care. Patient files may
be stored in open file racks and will not contain any coding which identifies a patient’s condition or information which is
not already a matter of public record. The normal course of providing care means that such records may be left, at least
temporarily, in administrative areas such as the front office, examination room, etc. Those records will not be available to
persons other that office staff. You agree to the normal procedures utilized within the office for the handling of charts,
patient record, PHI and other documents or information.

2. Itis the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail, U.S. mail, or

by any means convenient for the practice and/or as requested by you. We may send you other communications informing
you of changes to office policy and new technology that you might find valuable or informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access the PHI but must

agree to abide by the confidentiality rules of HIPAA.
4. You understand and agree to inspections of the office and review of documents which may include PHI by government

agencies or insurance payers in normal performance of their duties.
5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or the doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of products, goods or services.
7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may change, add, delete or modify any of these provisions to better serve the needs of the both the practice and the

patient.
9. You have the right to request restrictions in the use of your protected health information and to request change in certain

policies used within the office concerning your PHI. However, we are not obligated to alter internal policies to conform to
your request.

| consent and acknowledge my aggreement to the terms set forth in the HIPAA INFORMATION FORM and any subse-
guent changes in office policy. | understand this consent shall remain in force from this time forward.

X

Substance Use Disorder Treatment Patient Records (Part2)



If we receive or maintain any information about you from a substance use disorder treatment program that is covered by
42 CFR Part 2 (a “Part 2 Program”) through a general consent you provide to the Part 2 Program to use and disclose the
Part 2 Program record for purposes of treatment, payment or health care operations, we may use and disclose your Part
2 Program record for treatment, payment and health care operations purposes as described in this Notice. If we receive
or maintain your Part 2 Program record through specific consent you provide to us or another third party, we will use and
disclose your Part 2 Program record only as expressly permitted by you in your consent as provided to us. In no event
will we use or disclose your Part 2 Program record, or testimony that describes the information contained in your Part 2
Program record, in any civil, criminal, administrative, or legislative proceedings by any Federal, State, or local authority,
against you, unless authorized by your consent or the order of a court after it provides you notice of the court order.

(] ' have read and understand the statement above.

X

May we email and/or send a text to you to confirm appointments? *

O Yes O No

May we leave a message on your answering machine at home or on your cell phone? *
O Yes O No

May we discuss your medical condition with any member of your family? *

O Yes O No

Agreement to eCommunication: The dental practice may communicate with me electronically at the email address

and/or mobile phone number listed below. | am aware that there is some level of risk that third parties might be able
to read unencrypted emails. | further agree that | am responsible for providing the dental practice any updates to my
email address and/or mobile phone number. *

(] I Do Agree (7] 1 Do Not Agree

Financial Responsibility Agreement and Consent for Services

Payment is due in full at time of treatment - unless prior arrangements have been made.

The responsible party agrees:

1. To make payment in full at time of treatment or service.

2. To be responsible for additional cost and/or responsible attorney’s fees if any delinquent balance is placed with an agency
or attorney for collection or suit.

| understand that | am financially responsible for all charges whether or not paid by insurance. | acknowledge some
procedures may require a material, lab or custom fee. Also, I am aware that if I fail to show to my scheduled appointment
or give less than a 24 business hour notice | will be charged a $20.00 no show fee for every hour | was scheduled.

(] ' have read and understand the statement above.

X




