Notice of Privacy Practices for Protected Health Information

| understand that, under the Health Insurance Portability & Accountability
Act of 1996 (HIPAA), | HAVE CERTAIN RIGHTS TO PRIVACY
REGARDING MY PROTECTED HEALTH INFORMATION. |
UNDERSTAND THAT THIS INFORMATION CAN AND WILL BE USED
TO:

e CONDUCT, PLAN AND DIRECT MY TREATMENT AND FOLLOW-
UP AMONG THE MULTIPLE HEALTHCARE PROVIDERS WHO
MAY BE INVOLVED IN THAT TREATMENT DIRECTLY AND
INDIRECTLY.

OBTAIN PAYMENT FROM THIRD-PARTY PLAYERS
CONDUCT NORMAL HEALTHCARE OPERATIONS SUCH AS
QUALITY ASSESSMENTS AND PHYSICAIAN CERTIFICATIONS

| have been informed by you and your Notice of Privacy Practices
containing a more complete description of the uses and disclosures of my
health information. | have been given the right to review such Notice of
Privacy Practices from time to time and that | may contact this
organization at any time at the address below to obtain a current copy of
the Notice of Privacy Practices:

High Desert Dental
12212 W. Amity Road
Boise, ID 83709

| understand that | may request in writing that you restrict how my private
information is used or disclosed to carry out treatment, payment or health
care operations. | also understand you are not required to agree to my
request for restrictions, but if you do agree then you are bound to abide by
such restrictions.

| understand that | may revoke this consent in writing at any time, except
to the extent that you have taken action relying on this consent.

PATIENT NAME:

PATIENT OR GUARDIAN SIGNATURE:

RELATIONSHIP TO PATIENT:

DATE:




