HIPAA Compliance Patient Consent Form

SECTION I: PERSON AUTHORZING HIPAA CONSENT

PARENT/GUARDIAN NAME (last, first):  _______________________________________________________

RELATIONSHIP TO PATIENT(S): __________________

SECTION II: PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY
[bookmark: _GoBack]
Purpose of Content: By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, payment activities and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent. Our Notice provides a description of our treatment, payment activities and healthcare operations, of the uses and disclosures we may make of your protected health information, and of other important matters about your protected health information. A copy of our Notice accompanies this consent. We encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain any changes. Those changes may apply to any of your protected health information that we maintain.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation. Please understand that revocation of this consent will not affect any action we took in reliance on this Consent before we received your revocation and that we may decline to treat you or continue treating you if you revoke this Consent.

SECTION III: AUTHORIZATION

I authorize Pediatric Smiles to disclose or discuss the following information:

· Appointments		Yes / No
· Accounts/Balances 	Yes / No
· Insurance		Yes / No
· Treatment 		Yes / No

If YES, please list the persons authorized to receive your Protected Healthcare Information:

______________________	_____________________________	_______________________
First Name			Last Name				Relationship to the patient

______________________	_____________________________	_______________________
First Name			Last Name				Relationship to the patient

______________________	_____________________________	_______________________
First Name			Last Name				Relationship to the patient

SIGNATURE

I, ______________________________________, have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices. I understand that, by signing this form, I am giving my consent to use and disclose my protected health information to carry out treatment, payment activities and healthcare operations.

SIGNATURE: _________________________________	DATE: _________________
