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PRACTIC�: 

I 1mderstan.d that under Health Insurance Portability and Accountability Act of j 996 
,
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my health history, symptoms, examination and test results; diagnosis, treatment, and any pl&'lS 
for future care or treatment I understand tliJs information can arid will be used to: 

1) Conduct, plan aud direct my treatment and follow-up among the mu.ltipl� healthcare
providers who may be involved in that treat.'D.ent directly and indirectly.

2) A means by which a third-party payer can verify that services billed were actually
provided. ' � 'I ' j 

;3) Conduct non:naJ healthcare .:,peraticns such as quality assessments and;-p:hysician 
certifications. 

I understand that I have the right to review the notice prior to signing this consent. I 
understand that the organization reserves the right to change their notice and practices a.11d prior
to in1piementation :will mail a copy of any revised notice to the address I have provided. I 
understand I have the right to request restrictions as to how my health information may be used 
or disclosed to carry out trea1ment,. payment, or healthcare operations and that the organization is 
not required 1:0 agree to the restrictions requested. I understand. that 1 may revoke tt1is-consent i,.-i 
v.Ti.ting, except to the extent that the organization has already taken action I reiiance thereon. 1
also understand you are not required to agree to my requested restrictions, but if you do not agree
then you are bound to abide by such restrictions.

By signing below, I acknowledge that I have been provicied a copy of a more complete 
description of information and d.J.scloslltes from Esthetic & Implant Dentistry_ of South Florida 
2417 Urgent Dental Care. Notice of Privacy Practices and have therefore been ·advised of how 

• t!: '  i 

health information about me may be used and disclosed by the Corporation �Q. bow I may 
obtain access to and control this information. I also acknowledge that the,Coi:po:iation may use
and disclose my health information to treat me and arrange for my medical care,, to seek and 
receive payment for services given to me, and for the business operations of the Corportation, its 
staff and its facilities. 

Patient Name: _____________ _ \:Vitness Name: __________ _ 

Patient Signature: ___________ _ Witness Signature: ________ _ 

...... -Date ofAcknowledgement:__;_;::....... __________ _,__,,__ .. ,. T.· ... _,-.,._,,; .... :-.:::;;-::.:: ·'· 
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