

Karla R McDonald DDS LLC

ACKNOWLEDGEMENT OF PRIVACY NOTICES


Patient Name _______________________________________________________   Date of Birth ___________________

Name and Relationship of Person Completing this Form, if Not Patient: _________________________________________________


Privacy Practices Notice:  

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


AUTHORIZED PERSONS

Persons Involved in Care.  By signing this form, you will consent to our use of your dental care records to the following persons, including those involved in your care or payment for that care.

Full Name and Relationship of Authorized Person: _______________________________________________________________


Electronic Communications:
Our practice communicates via email, text, and phone regarding your appointments and treatment.  By signing this form, you are consenting to electronic communications. This is not a condition of your care but is meant to make communication with our office convenient.
You may opt out of electronic communications by notifying our office or replying "STOP" at any time.
May we leave a detailed message regarding treatment and financial details of treatment on your voicemail?   YES       or        NO

By signing below, you are acknowledging you have had the opportunity to review the office's Privacy Practices. You have the right to review this information at any time on our website, by asking a team member, or by reviewing the posting in the office.  You are also consenting to the release to the above named person if listed, the electronic communications by our office, and the message preferences as listed. 


Signature: ______________________________________________________ Date:  ________________________________








FOR OFFICE USE ONLY:

Complete the following only if the Patient declines to sign the acknowledgement: 

Efforts to Obtain: __________________________________________________________________________________________

Reasons for Declining: ______________________________________________________________________________________

Staff Signature: ____________________________________________________________________________________________
