Patient A:lmowlodgcmcnt and Consent Form

Effective April 14, 2003, themwﬁdmﬂlaw,f DAW) asthzﬁulthlnwm?wbabﬂuyandmnhhﬂﬁywaﬂm
(“HIP. AA”)reqmreethatthnomeemly'7‘ - pprtai rulwmrdmgthammn@mancecfthemvacyofyournﬁmm&»
tion that we have collected and will collect in the future.

To comply with one of HIPAA’s requirements, we are giving you a copy of our Notice of Privacy Practices. This Notice
of Privacy Practices contains the information that HTPAA requires us to disclose regarding our privacy practices.

Existing Michigan Law requires (in addition to our attempt to cbtein your written acknowledgment, discussed above)
us to first obtain your written consent prior to disclosing any of your information except for our disclosures in connection

with: a defense to a claim challenging our professional competenice; a review entity’s functions; a claim for paymant of

fees; a third party payer’s examination of our records; acouﬂorderaapmtofaauﬁmalin%gahon,nid@h&ﬁmﬁm
ofa deadbody,alioenmmmvemgam or a child abuse/neglect investigation.
Fromhmetntxmextmaybewsaryfaxnstomakedau&nmofyourmfomhonmconnechonmthymtzeatp
ment. For example, we may make a referral to or poansult with another dentist or other health care professional, provide
aspeamentoalabnratoryfortexﬁngorotherwim 2 i esofyourmformahonmconnecﬁmwithm&mgor
coordinating your treatment. :

MAY WE LEAVE MESSAGE ON ANSH:RINS MACHINE (please circle) yes no
Patient Acknowledgement

Please sign this form below under the heading “acknowledgement” to dcknowledge that you have today mwed a
copy of our notice of privacy practices.

I ackmowledge that I have tdday received a copy of the Notice of Privacy Practlces

Patient Signature ' -+ Patient Name (please pr{nt)
Date:

For office use only
Patient Refused to Sign
The following circumstances prohibited the patimt from signing the Acknowledgment:

An emergency situation prevented the patient from signing the Acknowledgement.

Office Personnel (signature)  Office Personnel (print name)

Date:

Patient Consent

Please sign this form below under the heading "COM” to consent to our disclosures of your information that we
deem necessary in order to provide you with proper treatment. -

Ioomenttoyururdmelosumofmymformahon,wluchyoudeemarenecesaarymmnnwmnwxﬂxmytmmnent '
I understand that such disclosures may not be of the type listed above.

Patient Signature : Patient Name (please print)

Date:




