
HIPAA Disclosure Authorization Form

Patient Name: ________________________________________________________________________
I hereby authorize the disclosure of information regarding my billing, condition, treatment, appointments, and prognosis to the following individual(s):
Name__________________________________ DOB___________ Relationship____________________
Name__________________________________ DOB___________ Relationship____________________
Name__________________________________ DOB___________ Relationship____________________
Name__________________________________ DOB___________ Relationship____________________
I request the following restriction(s) to the release of my information:


· I understand that I may inspect or copy the protected health information described by this authorization
· I understand that, at any time, this authorization may be revoked, when the office that receives this authorization receives a written revocation, although that revocation will not be effective as to the disclosure of records whose release I have previously authorized, or where other action has been taken in reliance on an authorization I have signed. I understand that my health care and the payment for my health care will not be affected if I refuse to sign this form
· I understand that information used to disclose, pursuant to this authorization could be subject to redisclosure by the recipient and, if so, may not be subject to federal or state law protecting its confidentiality.

________________________                                              ________________________________________		Date						     Signature of Individual or Representative







[bookmark: _GoBack]
HIPAA Acknowledgment of Receipt of Notice of Privacy Practice

I, ___________________________________ have received a copy of the University of Alaska Anchorage Dental Clinic’s Notice of Privacy Practices. 



_________________________________________ 				___________________
      	Signature of Patient or Representative						Date 



	Staff Will Fill Out This Section If Patient Signature
 is Not Obtained

Our office made a good faith effort to obtain Acknowledgment of Receipt of our Notice of Privacy Practices, but it was not obtained for the following reasons:

____ Patient refused to sign

____ Emergency situation kept us from obtaining the patient’s signature

____ Language barriers kept us from obtaining the patient’s signature

____ Other: __________________________________________________


                                                                   Faculty Signature _______________________ 



