For the office of 

p., piero d.d.s. 

HIPAA Patient Acknowledgement of 

Notice of Privacy Practices

Full Name _______________________________________​​​___________. By signing this Patient Acknowledgement of Notice of Privacy Practices, I hereby acknowledge that the NOTICE OF PRIVACY PRACTICES for the office of p., piero d.d.s. has been provided to me to read and review. 

I may request a written copy at any time.
Signed by: _________________________      ______________     _____________________


      
                  _________________________      ___________________________


HIPAA Patient Disclosure Authorization Form

Full Name _______________________________________​​​___________. By signing this Disclosure Authorization, I hereby authorize p., piero d.d.s. and authorized staff to use or disclose my protected health information related to dental health to other dental health care professionals &/or insurance companies to carry out treatment, payment and health care operations.

The practice will not receive payment or other remuneration from a third party in exchange for using or disclosing the protected health information.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it,    p., piero d.d.s. may decline to provide treatment to me.

Signed by: _________________________      ______________     _____________________

                  _________________________      __________________________

Signature of Patient or Legal Guardian





Date





Relationship to Patient





Print Patient’s Name





Print Legal Guardian Name, if applicable





Relationship to Patient





Date





Signature of Patient or Legal Guardian





Print Legal Guardian Name, if applicable





Print Patient’s Name








