BATESVILLE DENTAL
3% NORTHSIDE DR
BATESVILLE, IN 47600
832-934-3651

CONTACT FORMATION FOR PROTECTED HEALTH INFORMATION

[ Daie of Birth; . request thal

The following be followed for the gisclosare of my Protected Health Information. Protecied Healil
information would include vour name, diagnosis(es). tests resulis, daws of service

5i RASE CHECK ALL THAT APPLY

__You may disclose information o my family members and or non-family members. Please Hstname,
shone number, and relationship.

Neame | Phone Number Relarionship

_¥oumay leave Protecied Health Information on my answering maching/voicemail

Can we send text messages o email reminders of your apnmntmelﬂs‘? Yeg or No- Text
Yes or No- Email

Emall Address

Patient’s Printed Name Social Security Nomber
Darient’s Signawre (or Guardian, it minor) Dawe

Witmess {optional) Date

You May Reivse to Sign This Acknowledgmeni
1 have received 2 copy of this offiee’s Notice of Privacy Praciices.
Print Name:

Signature:
Drae:

This is for the sole use of the intended recipient(s) and may comsain confidential and privileged information
or atherwise be protected by law. Any unauthorized review, use, disclosure oF distribution is prohibited.



