ORTHPARK

FAMILY DENTISTRY

PRIVACY OFFICIAL NAME AND CONTACT INFORMATION: ( N

Privacy Official Name: NorthPark Family Dentistry  Email: info@northparkfamilydentistry.com

Telephone: 515-332-3230 Fax: 515-332-3227  Address: 1101 13 Street North, Suite 1. Humboldt, 1A 50548

HIPAA PRIVACY FORM
AUTHORIZATION FOR USE OR DISCLOUSRE OF PROTECTED HEALTH INFORMATION

Patient Name:

First Middle Initial Last

Date of Birth: /] SSN: - - Phone Number:

Name of person filling out this form:

Information to be used or disclosed will be: Entire Dental Records, dental information relating to treatment
or condition, x-rays, my health information related to drug and/or alcohol abuse, my health information
related to HIV/AIDS.

Purpose of Use or Disclosure

Treatment, Payment, Healthcare Operations, Individuals Involved in Your Care/Payment for Your Care,
Disaster Relief, Required by Law, Public Health Activities, National Security, Secretary of HHS, Workers
Compensation, Law Enforcement, Health Oversight Activities, Judicial/Administrative Proceedings, Research,
Fundraising, Coroners/Medical Examiners/Funeral Directors, or SUD (Substance Use Disorder) Treatment
Information

Person(s) Authorized to Make/Receive the Disclosure: NorthPark Family Dentistry

This Authorization will NOT expire.

Authorization and Signature: | authorize the release of my confidential protected dental information, as
described in the directions above. | understand that this authorization is voluntary, that the information to be
disclosed is protected by law and the use/disclosure is to be made to confirm to my directions. The
information that is used and/or disclosed pursuant to this authorization may be re-disclosed by the recipient
unless the recipient is covered by state laws that limit the use and/or disclosure of my confidential protected
dental information.

Furthermore, | acknowledge that | was presented with the choice to read HIPAA’s new NPP and that it was
made available for my viewing at the time of my appointment.

Patient or Personal Representative Signature:

Relationship to Patient (if signing for patient under 18 y.o.):

Date:




1101 13t Street N, Suite 1. Humboldt, IA 50548

NORTH pARK Phone: 515-332-3230

FAMILY DENTISTRY Fax: 515-332-3227

Email: info@northparkfamilydentistry.com

Dr. Kyle Olson e Dr. Cody Olson e Dr. Ryan Gidel
AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION
Patient Name: Phone Number:

Address:

| authorize the professional office of my dentist named above to release health information identifying me [including if applicable,
information about HIV infection or AIDS, information about substance abuse treatment, and information about mental health
services] under the following terms and conditions:

1. Detailed description of the information to be released:
2. Towhom may the information be released [name(s) or class(es) of recipients]:

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible to state "at the request of
the individual" as the purpose, if desired by the individual):

4. Expiration date or event relating to the individual or purpose for the release:

It is completely your decision whether or not to sign this authorization form. We cannot refuse to treat you if you choose not to sign
this authorization.

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we have already acted in
reliance upon the authorization. If you want to revoke your authorization, send us a written or electronic note telling us that your
authorization is revoked. Send this note to the office contact person listed at the top of this form.

When your health information is disclosed as provided in this authorization, the recipient often has no legal duty to protect its
confidentiality. In many cases, the recipient may re-disclose the information as he/she wishes. Sometimes, state or federal law
changes this possibility.
I HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. I AUTHORIZE THE
DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Date: Patient signature:

Other person(s) that my information may be shared with:

Name: Relationship:
Name: Relationship:
Name: Relationship:

If you are signing as a personal representative of the patient, describe your relationship to the patient and the
source of your authority to sign this form:

Relationship to Patient: Print Name:

Source of Authority:




