Patient Hippa Awareness

With my permission, Plainview Dental Associates may use and disclose protected health information (PHI) about me to carry out treatment, payment and healthcare operations (TPO).  Please refer to Plainview Dental Associate’s Notice of Privacy Practices for a more complete description of such uses and disclosures.  

I have the right to review the Notice of Privacy Practices prior to signing this consent.  

Plainview Dental Associates reserves the right to revise its Notice of Privacy Practices at anytime.

A revised Notice of Privacy Practices may be obtained by forwarding a written request to the Privacy Officer. 
This waiver authorizes Plainview Dental Associates to send/give my PHI information as noted. Please answer Yes or No to all of the following:
1. Leave a voice mail recording including my PHI on my home

Telephone:







2. Leave voice mail recording including my PHI on my cell phone:



        

3. Leave a voice mail recording including my PHI on my business phone:



4. Leave a voicemail regarding only appointment confirmations on my home, cell phone or business phone number:
5. Use of electronic communication systems (i.e. fax, electronic messaging or email) to confirm patients appointments:                                                                                            

6. Speak to a family member of my choosing (Personal Representative designated below) regarding my PHI:
7. To contact designated locations in reference to any items that assist the practice in carrying out TPO, such as insurance items and any call pertaining to my clinical care, including laboratory results among others.








___Yes ___ No (To all of the above)        

Name of Designated Personal Representative (Print): ________________________________

Relationship to Designated Personal Representative: _________________________________ 
By signing this, I am allowing Plainview Dental Associates to use and disclosure my PHI for TPO. 
           I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  

* Plainview Dental Associates requires a 48hr notice for all cancellations.  If 48hr notice is not given there will be a minimum charge of $75.00.  (Saturday cancellations without 24hrs will be doubled) Please be aware that Saturday appointments are subject to change to an earlier time if we experience changes in our schedule beyond our control.

______________________________                      ___________________


Print Name of Patient or Legal Guardian

Date of Birth 
_______________________________





Signature of Patient or Legal Guardian

Today’s Date

