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Patient Personal Information Consent Form 
We are committed to protecting the privacy of our patients’ personal information and to utilizing all 
personal information in a responsible and professional manner. This document summarizes some of 
the personal information that we collect, use and disclose. In addition to the circumstances described 
in this form, we also collect, use and disclose personal information when permitted or required by 
law. 
 
We collect information from our patients such as names, home addresses, and home telephone 
numbers, Cellular telephone numbers, work telephone numbers, and e-mail addresses. (Collectively 
referred to As “Contact Information”). Contact Information is collected and used for the following 
purposes: 

 To open and update patient files. 

 To invoice patients for dental services, to process credit card payments, or to collect unpaid 
Accounts. 

 To process claims for payment or reimbursement from third-party health benefit providers and 
insurance companies. 

 To send reminders to patients concerning upcoming visits, the need for further dental 
examination or periodic treatments.  

 To send patients informational material about our dental practice. 
 
Contact Information is disclosed to third party health benefit providers and insurance companies 
where the patient has submitted a claim for reimbursement or payment of all or part of the cost of 
dental treatment or has asked us to submit a claim on the patient’s behalf. 
 
Financial information may be collected in order to make arrangements for the payment of dental 
services.  
 
Photographic and video images may be captured to offer and provide treatment, care and services in 
relationship to the oral and maxillofacial complex and dental care generally.  Anonymous 
photographic images may be used for demonstration purposes.  
 
We collect information from our patients about their health history, their family health history, 
physical condition, and dental treatments. (Collectively referred to as “Medical Information”) Patients’ 
Medical Information is collected and used for the purpose of diagnosing dental conditions and 
providing dental treatment. 
 
Patients’ Medical Information is disclosed:  

 To third party health benefit providers and insurance companies where the patient has submitted 
a claim for reimbursement or payment of all or part of the cost of dental treatment or has asked 
us to submit a claim on the patient’s behalf.  

 To other dentists and dental specialists, where we are seeking a second opinion and the patient 
has consented to us obtaining the second opinion.  
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 To other dentists and dental specialists if the patient, with their consent, has been referred by us 
to the other dentist or dental specialist for treatment.  

 To other dentists and dental specialists where those dentists have asked us, with the consent of 
the patient, to provide a second opinion.  

 To other health care professionals such as physicians if the patient, with their consent, has been 
referred by us to the other health care professional for either a second opinion or treatment.  

 We will share information about you if state or federal laws require it, including with the 
Department of Health and Human Services if it wants to see that we’re complying with federal 
privacy law. 

 We are allowed or required to share your information in other ways – usually in ways that 
contribute to the public good, such as public health and research. We have to meet many 
conditions in the law before we can share your information for these purposes. For more 
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 

 
By signing the consent section of this Patient Consent Form, you have agreed that you have 
given your informed consent to the collection, use and/or disclosure of your personal information 
for the purposes that are listed up above and in the appendix. If a new purpose arises for the use 
and/or disclosure of your personal health information, we will seek your approval in advance.  
 
When requests are received, we will contact you for permission to release such information. We 
may also advise you if such a release is appropriate. 
 
You may withdraw your consent for use or disclosure of your personal information at any time, 
and we will explain the ramifications of that decision, and the process. 
 
 
 
MM/DD/YY ____/____/________ 

Print Patient name ________________________________________________ 

Print Guardian name if patient is a Minor ______________________________________ 

 

__________________________________________________________________________    
Patient or Guardian Signature if Patient is a minor 

 

 

 


