
Patient Acknowledgement and Consent Form 

Effective April 14, 2003, the new federal law known as the Health Insurance Portability and Ao:ountabili:ty Al;t of 1996 
("HIPAA")•requns that this,office comply with certain rules regarding the maintenance of the p."'ivacy of your informa
tion that we have collect.ed and will co1lecl in the futu.ra 

To comply with one ofHIPAA's requirements, we a:re giving you a copy of our Notice of Privecy Practice6. This Notice 
of Privacy Practices contains the information that HIP.AA re,quiNs us to diaclose regarding our� practi.086-

Existing Michigan Law requires (m addition to our attempt to obtain your written aclmowladgment, di.scu5sed above) 
ua to first obtain your written consent prior to disclomig any of your information except for our diBcl.osures in connection 
w1th: a defenae to a claim cbeUeneing our profesmnel competence; a review entity's functions; a claim for payment of 
fees; a third party payer'" erarnina:tim-i of our records; a court order as part of a c:riminal inTI181:igation; an i.daitiflcation 
of a dead body; a !icen!'Ure investigation; or a child abuse/neglect investigation. 

From time to time it may be- necessary for wi to make disclosures af your information in connectima with your treat,. 
ment. For eumple, we may make a referral to or consult with another d.eu.tist or other health C11NJ profeea:ianal, provide 
a specimen to a laboratory !or testing or otherwise make disclosures of your information in connection with providing or 
coordinati:ni your treatment. 

� Acbowleclgement 

Pl.ea« •i8n thi, form below u.ndc th. � "aclmow�" to acAnDwle.clge that you hcwe tJ:xi4y rt!l%Wffl c 
copy of uu.r noti.a? of priwcy pra.ctu:u. 

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

Patient Signature 

Date:-----------

For office use only 

Patient Refused t.o Sign 

Padent Name (pleue print) 

The foilowm.8' c:lrcwnstancea prohibited th� patient from � the Aclcn.owlec!ameut: 

An emergency situation prevented the patient from � the Acknowledgement. 

Office Personnel (signature) Office Pmlonnel (print name) 

Date: -----------

Patient Consent 

Please sign tr.is form. beJaw under the heading "Conaent• to con.smt to our di.scloau.ru of your information that we
deem nereua.ry i:n order to prouick you with pro-per trwtment. 

I consent to your diaclosures of my information, which you deem are necessary in connection with my traatmem. 
I understand that such diacl08Ul"e6 may not be of the type listed above. 

Pati8nt Signature 

Dat.e: 
-----------

Patient Name (ple.ase print) 

Michigan Geriatric Dental Care  
399 N. Old U.S. Highway 23 

Brighton, Ml 48114
Dr. Fisher 248.760.4952 


