NOTICE DF COMSENT

| understand that | heve certaln rights ©o privacy regarding my protected health information, Thede rights are given to me under
Health Inswrance Porebility and Accountabillity Act of 1996 [(HIPALL | understand that by signing this consent | suthorize you to
and disclote my protected health information to cany ot
*  Treatment (including direct or indirect treatment by other healtheare prordders invobeed In my treatment)
*  Dbtining payment from third party payers (e.g. my insurance company)
* Theday to day healthcare operations of your practice.
L
I have been infarmed of, and given the right to review and secure a copy of your Notice of Privacy Practices, which contains a more & ., |
cormplete description of the uies and dlsclosures of iy protectad health nformatien, snd my Fights under HIPAA. | understand that :
you resarve the right to change the terms of this notice from time to time and that | may contact you at any time to obtain the most '
current copy of this natice, il
il

| understand that | have the right 1o request festrictions on how my protectad health information is used and disciosed to carry out
treatment, payment, and health care operaticns, but thet you are not required to sgree to these reguested restrictions. Howeverpll
VOu U0 agree, you are bound to comply with this restriction.

g

| understand that | may revoke this consent, in writing, at any time. However, any use of disclosure that occurred prior to the date | .1.
revoke this consent ks not affected. \,1.;-

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION
*  lauthorize the dentist to perform diagnostic procedures and treatment 35 may be necessary for the defivery of proper
dental care.
* | authorize release of any Inforration concerning rry (of my chidd's) healthcare, for the advice and reatment nrmiﬂud!'u:
purpose of evaluation and administering clalms for insurance banefits,
* | authorize release of any information concerning my (or my chitd's] hiealthcare, for the advice and treatment toancther
dentlst, or another healthcare professional and their staff,

FINAMCIAL RESPONSIBILITY
¢+ | hersby authorize payment of Insurance benefits directly to the dentist, otherwise payable to me.
*  |understand that my dentist and staff will estimate insumance benefits as cose a5 possitle. | understand that {am
responsible for payment of the account, and providing comect insurance informatian.
+ | understand that If insurance & not applicable when dental services are rendered, then full payment is due at the time of

SEIVIDR.
OO WE HAVE PERMISSION FDR THE FOLLOWINGT
m:mﬂwﬂnnww:m}mmmnﬂmtﬁﬂmﬂ? TIH
Speak to ather mambers of your household regarding your appointment? Y/N
Discuss your dantal treatment with amy member of your househald? ¥Y/N
Leave a message at your place of employment? Y/N
If yes to any of the above, whom? Relationship:

Signature: Date:




