Burg Pediatric Dentistry


*Usted tiene derecho rechazar firmar esta forma*

Yo reconozco que he recibido una copia de la forma de privacidad de esta oficina

Padre/ Persona legalmente responsable:____________________________________________________

Nombre del paciente:____________________________________________________________________

Firma de Padre/Persona responsable: __________________________________Fecha______________

We attempted to obtain written acknowledgment 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)

Quisiera ser contactado de esta manera (marque todo que apliqué)

· Telefono de Casa:_______________________________________

· Esta bien dejar mensajes en casa

· Telefono de Trabajo:____________________________________

· Esta bien dejar mensajes en el Trabajo

· Comunicacion por correo 

· Esta bien mandar tarjetas y informacion por correo

Firma de Padre/Persona responsible:_____________________Fecha:_____________

Nombre del Paciente:_____________________________________________________

	The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of and request for PHI to the minimum necessary to accomplish the intended purpose.  The provisions do not apply to uses or disclosures made in pursuant to an authorizations requested by the individual.  Healthcare entities must keep records of PHI disclosures.  Information provided below, if completed properly, will constitute an adequate record.  Note: Uses and disclosures may be permitted without prior consent in an emergency.


Record of Disclosures or protected Health Information

	Date
	Disclosed to Whom Addresses or Fax
	(1)
	Description of Disclosure/Purpose of Disclosure
	By Whom Disclosed
	(2)
	(3)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Key:

1. Check this box if the disclosure is authorized

2. Type Key: T= Treatment    P=Payment Information     O=Healthcare Option

3. Enter how disclosure was made:  F=Fax   P=Phone   E=E-mail  M=Mail O=Other
RECIBO DE FORMA DE PRIVACIDAD








