
Hamilton
Pediatric Dentistry P.C.

Patient HIPPA Acknowledgement and Consent Form

Child', Full >me _ DOR _

Effective April 14,2003, the fedenl bw knO\l.Tl :Ii the llealth Insunncc Pombility lind Accounabiliry Act of 1996 ("'IIPAA") requireli rhu (his office
comply with ccruin rules rcgardlOg the mainn...,ancc of the privacy of YOUT information that we have colk~tcd and will COUt'CI in the furore.

To comply with one of JIIPAA's te<juiremcnts, \,,"c :lie giving you 11 copy of our Notice of Priv::tcy Practices. "Ibis Notice of Privacy Pr,r,CtU:Cll contains the
infOrm:1tion dult 11I1'1\A requirc:s us to disclose teg:ltding our privacy pr:llctices.

Existing MiChigan I.a\\' requires (10 l1ddition 10 our attempt to obt1in your wrinen ackno....icdgemcnt, diK\1ssro above) us to fim obt:lin your written
consem prior to disclosing wy of your informl1oon accept for our disclo;;utCll in connection with; 11 dcfclllie to 11 claim ch:allenging our profe;;sion:ll
competence; 11 rev;e....• encity's functions; 11 claim for payment of ftes; a third party payer's examination of our rcrords; a court order as part of a criminal
investigation: an identification of a dead body; a licensure investigation; or a child abuse/negllXt investigation.

From rime to lime it may be n«C1!$ary for us 10 make disdoiun::s of p>ur infonruuion in connection with your Irtatme1lL For es2mple, ....-e may m:ake a
referral to or consull ....'1lh :another dcnlist or other he::alth care profC$S)on:aJ, provide a specimen 10 a laboratory for testing or otherwise m:ake disclosures of

)'OUr infonnarion in connection with pro..;ding or coordinating )'OUr tre2tmcnt.

Patients Aclrnowledgement
Please sign this form below under the heading "acknowledgement" to acknowledge that you have today received a copy of our
notice of privacy practices.
I acknowledge that I have today rcceived a copy of thc Notice Privacy Practices.
X X" _

Signature of Paticnt or Legal Guardian

Date:' _

Print Patient or Legal Guardian Name

X. _

\Virness

Patient Consent
Please sign this fonn below under the heading "Consent" to consent to our disclosures of your information that we deem
necessary in order to provide you ..vith proper treatment.

1 consent to your disclosures of my information, which you deem necessary in connection with my treaunent. I understand
that such disclosures may not be of the type listed above.
X X~ _

Signature of Patient or Legal Guardian
Date: _

For Office Use Only:
______Patient refused to sign

Print Patient or Legal Guardian Name

______The following circumstances prohibited the patient from signing the acknowledgement _

______An emergency situation prevented the patient from signing the Acknowledgement: _

X, _

Office personnel (signature)

x, _

Office personnel (print name) Date: _




