SRQ Endodontics
2426 S. Tamiami Trail
Second floor
Sarasota, FL 34239
(941) 366-0474
srqendouser@tdn.care

NOTICE OF PRIVACY PRACTICES: PATIENT ACKNOWLEDGEMENT.

I have received and understood SRQ Endodontics Notice of Privacy Practices written in plain language. The notice provides in detail the uses and disclosures of my Protected Health Information (PHI) that may be done by this practice, my individual rights, how I may exercise these rights, and the practice’s legal duties with respect to my information.
I understand that this practice reserves the right to change the terms of its Notice of Privacy Practices, and to make changes regarding all Protected Health Information controlled by this practice. If changes to the policy occur, this practice will provide me with a revised Notice of Privacy Practices upon request.
I authorize SRQ Endodontics to release my Protected Health Information (PHI) which includes evaluation, diagnosis, x-rays, reports, billings, claims and any treatment rendered to me. (“me” being the patient) 
This information may be released in case of emergency or by my request to the following: (provide name, relationship, and phone number)

Name: _____________________________ Relationship: _______________Phone #: ________________

1. I do not wish my information to be released to anyone but me, except, for the standard uses and disclosures of my PHI according to SRQ Endodontics Notice of Privacy Practices, which have been made available to me, that I have read and acknowledged.

THE UNDERSIGNED ACKNOWLEDGES THAT A COPY OF THE CURRENTLY EFFECTIVE NOTICE OF PRIVACY PRACTICES WAS MADE AVAILABLE AND THAT THEY HAVE READ AND UNDERSTOOD IT.
_______________________________________________
Patient Name
______________________________________________                                          _________________________
Signature                                                                                                                                 Date
_______________________________________________                                          ________________________
Relationship to patient                                                                                                         Date
(If signed by a personal representative of the patient)



If you have any questions or concerns regarding our Notice of Privacy Practices, you may contact us during our regular business hours. 
