

HAWLEY AND HAWLEY DENTAL ASSOCIATES


Our Notice of Privacy Practices provides information regarding the disclosure of your protected health information.  We provide this information in compliance with the Health Insurance Portability Act of 1996 (HIPAA).  By signing this form, you understand the following:
· Protected health Information may be disclosed or used for treatment, payment or health care operations
· The Practice has a Notice of Privacy Practices and the patient has the opportunity to review this Notice
· The Practice reserves the right to change the Notice of Privacy Policies
· The patient has a right to restrict the use of their information but the Practice does not have to agree to those restrictions
· The patient may revoke the consent in writing at any time and all future disclosures will then cease
· The practice may condition treatment upon the execution of this Consent

Patient Name: _____________________________	Patient Signature: ______________________________
			Please Print						Patient or Legal Guardian

Relationship to patient (if other than patient) ______________________________  Date: ______________

In front of ____________________________________________
			Practice Representative	

List the names of people we may discuss your treatment condition, financial and insurance matters with:

	Name: _____________________________	Relationship: _________________________
	
Name: _____________________________	Relationship: _________________________

Name: _____________________________	Relationship: _________________________

Name: _____________________________	Relationship: _________________________
