ACKNOWLEDGEMENT
oOF
PRIVACY PRACTICES

F. Steven Balloack, I.Ik5.
217 = A Marine Ave,
Balboa 1sland, Ca, 92662
(29 75-TRLD

My signature confirms that I have been informed of my righis (o privacy regarding my protected health
information, under the Ilealth Insurance Portability & Accountability Act of 1996 (HIPAA) 1
understund that this information can and will be used to;

O Prowvide and coordinate my ireatment among a nwmber of health care providers who may be
imvolved in thatl ieeatment dircetly and indircetly

O Obtain payment from third-parly payvers [or my heallh care services

o Conduct normal health care operations such as quality assessment and improvement activities

I hiave been informed of my dental provider’s Motice of Privacy Practices contzining a mnote complete
deseription of the nses and disclosures of my prodected health information. 1 have been given the right to
peview qnd receive a copy of such Netice af Privacy Practices. 1 understand that my dentz] provider has
the right to ¢change the Natice of Privacy Practiees and that 1 may contact thiz office at the address abawve
to ablain a current eopy of the Nowce of Frivacy Fractices.

I understand that | may request in writing that you restnict how my private information is used or
disclosed 1o carry out treatment, peyvment or health core operations and T understand that voo are not
pequired to agree o my requested restrictions, but i vou do apree then you are bound to ahide by such

resirictions.

Patient Name: Dare:

Sigmature:

Eelationship to Patical:

Dependznt family memhers also covered by this acknowledrement:

————

For Qffice Lse Cnly:

Wo were unahle ta ablumn the pationt’s writlen acknoyledgement of sur Motice of Privacy Praelices due e the fellowing reasan:
The palient relissl io sivn

Communication beszicrs

Ermeraency situation

Other

OCoao



