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HIPAA Notice of Privacy Practices
I understand that I may inspect or copy the protected health information this office has collected on me. Our office will provide this information within 30 days of your request. For certain health information, I understand that I can authorize confidential communications to designated people.  I have both the right and choice to tell Meyer Dental Group when to share information with my family, close friends, or others involved in my care. Meyer Dental Group will never share or sell information for marketing purposes, unless I have given written permission. 
I authorize the following people listed here as acceptable to discuss appointment information, treatment information, and financial obligations (i.e. a spouse, guardian, etc)
 (
Name and Relation to Me
) (
Name and Relation to Me
)		 

I understand that Meyer Dental Group may communicate information to me through texting, email, and phone calls, unless requested otherwise. I will designate here if I have any special request for a certain form of communication NOT to be used. By leaving blank, I understand that I authorize receiving texts, phone calls, and emails from the office.
 (
Requested Communication Method NOT to use
)	


If I have given someone medical power of attorney or if someone is my legal guardian, that person can exercise your rights and make choices about my health care information. I understand Meyer Dental Group will make sure to be in communication with that person before taking any action. For business purposes, Meyer Dental Group does have the right to use or share my information when mutually treating you with other professionals, and to bill and get payment from my health/dental insurance plans. Should there be any medical information I prefer the office not to share for these circumstances, I have indicated it here:
 (
Protected Health Information NOT to share
 (i.e. mental illness, etc)
)
	

I understand that the office responsibilities are as follows: 
-By law to maintain the privacy and security of all protected health information 
-To inform patients should any breach occur that may compromise any information 
-To follow the duties and privacy practices described in this notice, and to give me a copy of it, should it be requested. 
-To not use or share my information for any purposes other than as described here, unless I indicate it in writing.

These changes can be made at anytime if I do change my mind. I understand that this notice will remain in effect from the date stated below until I am asked to update it by Meyer Dental Group. I understand that I have the right to revoke the authorization in writing at anytime, or to request to make changes to it at anytime.
Name 
Signature 
Date 
I am signing on behalf of the following patient and/or minor:  
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