
PATIENT RECORD OF DISCLOSURES 

 

In general, the HIPPA privacy rule gives individuals the right to request a restriction on uses and disclosures of their 

protected health information (PHI).  The individual is also provided the right to request confidential communication or 

that a communication of PHI be made by alternative means, such as sending correspondence to the individual’s office 

instead of the individual’s home. 

 

 

I , _________________________________ give my authorization to release my protective health information including 

results of my laboratory test, x-rays and or other test results to the following designated representatives: 

 

Patient Initials: 

 

________ You may not share any information with anyone including spouse or family members. 

 

________ My spouse (Name) ________________________________________________________ 

 

________ My child (Name) _________________________________________________________ 

 

________ Other (Name) ____________________________________________________________ 

 

________ Other (Name) ____________________________________________________________ 

 

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of, and 

requests for PHI to the minimum necessary to accomplish the intended purpose.  These provisions do not apply to uses 

or disclosures made pursuant to an authorization requested by the individual. 

 

Healthcare entities must keep records of PHI disclosures.  Information provided below, if completed properly, will 

constitute an adequate record. 

 

Note:  Uses and disclosures for TPO may be permitted without prior consent in an emergency. 

 

 

Circle YES or NO: 

 

YES NO Dr. Anderson’s office may mail results to me. 

 

YES NO Dr. Anderson’s office may release records to referring physicians. 

 

I prefer to be contacted in the following manner: 

 

Phone # (________) _______________________ Phone# (________) __________________________ 

 

______Leave message with detailed information ______ Leave message with detailed information. 

 

______ Leave message with contact number only ______ Leave message with contact number only 

______ DO NOT leave message   ______ DO NOT leave message 

 

 

Patient or Parent’s Signature: __________________________   Date: ______________________________ 

 

Printed  Name: ______________________________________  Date of Birth: _______________________ 

 

Email Address:__________________________________________________________________________________ 

 



Joseph R. Anderson, D.D.S. 

CONSENT FOR USE AND DISCLOSURE OF 
HEALTH INFORMATION 

 SECTION A:  PATIENT GIVING CONSENT 
 
Patient’s Name:    

Address:    

Telephone:                 Cell Phone:  ______________________________________ 

SECTION B:  TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY. 

Purpose of Consent:  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 the changes.  Those changes may apply to any of your protected health 
information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting: 

Contact Person: Mandi Bartee   

Telephone:  (936) 588-4200               Fax:  (936) 588-4206  

Address:  14888 Highway 105 West, Suite 203; Montgomery, TX  77356  

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to 
the Contact Person listed above. 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 to continue treating you if you revoke this Consent. 

SIGNATURE 

I, _____________________________________(Patient’s Name), 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 Consent form, I am giving my consent to your use 
and disclosure of my protected health information to carry out treatment, payment activities and heath care operations. 

Patient’s Signature:                   Date:    

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name:    

Relationship to Patient:    

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. 
Include completed Consent in the patient’s chart. 

 

 



 

Joseph R. Anderson, D.D.S. 

ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

**You May Refuse to Sign This Acknowledgement** 

 
I,                 __ (Patient), have received a copy of this office’s Notice of 
Privacy Practices. 

___________________________________ 
{Signature of Patient or Parent} 

  
{Date} 
 

For Office Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 

 Individual refused to sign 

 Communications barriers prohibited obtaining the acknowledgement 

 An emergency situation prevented us from obtaining acknowledgement 

 Other (Please Specify) 
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All Rights Reserved 
 
Reproduction and use of this form by dentists and their staff is permitted.  Any other use, duplication or distribution of this form by any other party requires 
the prior written approval of the American Dental Association. 

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002). 

 


