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Dental	
  Practice	
  Consent	
  Form	
  and	
  Acknowledgement	
  of	
  Receipt	
  of	
  Privacy	
  Notice	
  

1. I	
  am	
  consenting	
  to	
  examination	
  and	
  treatment	
  by	
  Robert	
  D.	
  Hurt,	
  DDS	
  or	
  J.	
  
Lauren	
  Harmon,	
  DDS.	
  
	
  

2. I	
  understand	
  that	
  my	
  insurance	
  carrier	
  may	
  not	
  cover	
  any	
  or	
  all	
  of	
  the	
  
services	
  I	
  am	
  requesting	
  be	
  provided	
  to	
  me	
  and	
  I	
  may	
  ultimately	
  be	
  
responsible	
  for	
  paying	
  all	
  and/or	
  part	
  of	
  this/these	
  services(s).	
  	
  I	
  authorize	
  
the	
  payment	
  of	
  submitted	
  insurance	
  claims	
  and/or	
  third	
  party	
  claims	
  be	
  paid	
  
directly	
  to	
  Robert	
  D.	
  Hurt,	
  DDS	
  or	
  J.	
  Lauren	
  Harmon,	
  DDS.	
  
	
  

3. I	
  authorize	
  the	
  office	
  of	
  Robert	
  D.	
  Hurt,	
  DDS	
  and	
  J.	
  Lauren	
  Harmon,	
  DDS	
  to	
  
release	
  my	
  health/dental	
  records,	
  x-­‐rays,	
  and	
  any	
  other	
  information	
  relating	
  
to	
  my	
  care	
  to	
  any	
  person,	
  company	
  or	
  agency	
  who	
  may	
  need	
  them	
  for	
  
treatment,	
  payment	
  or	
  other	
  health/dental	
  care	
  operations	
  as	
  outlined	
  in	
  the	
  
office’s	
  Notice	
  of	
  Privacy	
  Practices.	
  
	
  

4. Acknowledgement-­Receipt	
  of	
  Notice	
  or	
  Privacy	
  Practices:	
  I	
  understand	
  
that	
  the	
  office	
  of	
  Robert	
  D.	
  Hurt,	
  DDS	
  and	
  J.	
  Lauren	
  Harmon,	
  DDS	
  may	
  share	
  
patient	
  health/dental	
  information	
  for	
  treatment,	
  billing	
  and	
  health/dental	
  
operations	
  under	
  the	
  federally	
  mandated	
  Privacy	
  Rules	
  of	
  the	
  Health	
  
Insurance	
  Portability	
  and	
  Accountability	
  Act	
  of	
  1996	
  (HIPAA).	
  	
  And	
  that	
  all	
  
reasonable	
  efforts	
  will	
  be	
  made	
  to	
  protect	
  the	
  privacy	
  of	
  patient	
  
health/dental	
  information,	
  whether	
  it	
  is	
  maintained	
  on	
  paper	
  or	
  
electronically,	
  and	
  regardless	
  of	
  how	
  it	
  is	
  communicated,	
  for	
  example,	
  by	
  e-­‐
mail	
  or	
  facsimile	
  mail.	
  	
  	
  	
  

I	
  have	
  received	
  a	
  copy	
  of	
  the	
  Privacy	
  Notice	
  for	
  the	
  office	
  of	
  Robert	
  D.	
  Hurt,	
  
DDS	
  and	
  J.	
  Lauren	
  Harmon,	
  DDS.	
  

Name	
  (print):	
  ______________________________________________	
   Date:__________________________	
  

Signature:	
  _________________________________________________	
   Birthdate:	
  _____/_____/_______	
  

When	
  a	
  patient	
  is	
  a	
  minor,	
  or	
  is	
  unable	
  to	
  give	
  consent,	
  the	
  signature	
  of	
  a	
  parent,	
  
guardian,	
  or	
  other	
  representative	
  is	
  required.	
  

Signature	
  of	
  Representative:	
  _____________________________________	
   Date:	
  _________________	
  

Print	
  Name:	
  _______________________________________	
  Relationship	
  to	
  Patient:	
  _______________	
  

Office	
  Use	
  Only	
  

	
   _____	
  Patient	
  does	
  not	
  want	
  a	
  copy	
  of	
  the	
  Privacy	
  Notice.	
  
	
   _____	
  Patient	
  given	
  a	
  copy	
  of	
  the	
  Privacy	
  Notice	
  
	
   _____	
  Patient	
  refused	
  or	
  did	
  not	
  sign	
  Acknowledgement	
  form.	
  
	
   _____	
  Patient	
  is	
  unable	
  to	
  sign	
  Acknowledgement	
  form.	
  	
  
	
  
Staff	
  initials:	
  _________________________	
   	
   Date	
  Completed:	
  ____________________________	
  


