
HIPAA ACKNOWLEDGEMENT 

Patient: Birthdate: Date: 

ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

*You may refuse to sign this acknowledgement*

My signature confirms that I have been informed of my right to privacy regarding my protected health 
information, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I 
understand that this information can and will be used to:  

• Provide and coordinate my treatment among a number of health care providers who
may be involved in that treatment directly and indirectly.

• Obtain payment from third-party payers for my health care services
• Conduct normal health care operations such as quality assessment and improvement

activities.
I have been informed of this office’s Notice of Privacy Practices containing a more complete description 
of the uses and disclosures of my protected health information.  

I hereby give Corvallis Dental Group authorization to release my information to the 
individuals listed below (i.e. spouse, guardian/caregiver, relative, friend):   
Please list name and relationship to you: 

I do not wish my information to be discussed with anyone other than myself. 

Signature Date 

For Office Use Only 

We attempted to obtain acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 

Individual refused to sign 

Communication barriers prohibited obtaining the acknowledgement 

An emergency situation prevented us from obtaining acknowledgement 

Other (please specify): 



HIPAA ACKNOWLEDGEMENT 

NOTICE OF PRIVACY PRACTICES 
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED, DISCLOSED AND HOW 

YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW IT CAREFULLY. 

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 

OUR LEGAL DUTY 
We are required by applicable federal and state law to maintain the privacy of your health information. 
We are also required to give you this notice about our privacy practices, our legal duties, and your rights 
concerning your health information. We must follow the privacy practices that are described in this 
notice while it is in effect. This notice takes effect January 1, 2003 and will remain in effect until we 
replace it. 
We reserve the right to change our privacy practices and the terms of this notice at any time, provided 
such changes are permitted by applicable law. We reserve the right to make the changes in our privacy 
practices and the new terms of our notice effective for all health information that we maintain, including 
health information we created or received before we made the changes. Before we make a significant 
change in our privacy practices, we will change this notice and make the new notice available upon 
request.  
You may request a copy of our notice at any time. For more information about our privacy practices, or 
for additional copies of this notice, please contact us using the information listed at the end of this 
notice.  

USES AND DISCLOSURE OF HEALTH INFORMATION 
We use and disclose health information about you for treatment, payment, and healthcare operations. 
For example: 
Treatment: We may use and disclose your health information to a physician or other healthcare 
provider providing treatment to you.  
Payment: We may use and disclose your health information to obtain payment for services we provide 
to you.  
Healthcare Operations: We may use and disclose your health information in connection with our 
healthcare operations. Healthcare operations include quality assessment and improvement activities, 
reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and 
provider performance, conducting training programs, accreditation, certification, licensing or 
credentialing activities.  
Your Authorization: In addition to our use of your health information for treatment, payment or 
healthcare operations, you may give us written authorization to use your health information or to 
disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any 
time. Your revocation will not affect any use or disclosures permitted by your authorization while it was 
in effect. Unless you give us a written authorization, we cannot use or disclose your health information 
for any reason except those described in this notice.  
To Your Family and Friends: We must disclose your health information to you, as described in the 
Patient Rights section of this notice. We may disclose your health information to a family member, 
friend or other person to the extent necessary to help with your healthcare or with payment for your 
healthcare, but only if you agree that we may do so. 
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