Patient Acknowledgement and Consent Form

Effective April 14, 2003, the new federal law known as the Health Insurance Portability and Accountability Act of 1996
(“HIPAA”) requires that this office comply with certain rules regarding the maintenance of the privacy of your informa-
tion that we have collected and will collect in the future.
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Pleage sign. this form below undar the heading “achrowledgement” io acknowledge that you have today reeeived a
copy of our notice of privacy practices.

1 acknowledge that I have today received a copy of the Notice of Privacy Practices.

Patient Signature Patient Name (please print)
Date:

For office use only
Patient Refused to Sign

The following circumstances prohibited the patient from signing the Acknowledgment:
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Office Personnal (signature) Office Personnel (print name)
Date:

Patient Consent

Please sign this form below under the heading “Consent” to consent to our disclosures of your information that we
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Patient Signature Patient Name (please print)
Date:

Michigan Geriatric Dental Care
6010 W Maple Rd. Suite 210
West Bloomfield, MI 48322
Dr. Fisher 248.760.4952

Dr. Hislop 248,320.1967



