
PATIENT HIPAA CONSENT FORM

I understand that I have certain rights to privacy regarding my protected health information. 
These rights are given to me under the Health Insurance Portability and Accountability Act of 
1996 (HIPAA).  This provides a safeguard to my privacy.

What this is all about:  Specifically, there are rules and restrictions on who may see or be notified 
of your Protected Health Information (PHI).  Theses restrictions do not include the normal 
interchange of information necessary to provide you with office services.  HIPAA provides 
certain rights and protections to you as the patient.  We balance these needs with our goal of 
providing you with quality professional service and care.  Additional information is available 
from the U.S. Department of Health and Human Services.  www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or
to ensure that all administrative matters related to your care are handled appropriately.
This specifically includes the sharing of information with other healthcare providers,
laboratories, health insurance payers as is necessary and appropriate for your care.
Patient files may be stored in open file racks and will not contain any coding which
identifies a patient’s condition or information which is not already a matter of public
record.  The normal course of providing care means that such records may be left, at least
temporarily, in administrative areas such as the front office, examination room, etc.
Those records will not be available to persons other that office staff.  You agree to the
normal procedures utilized within the office for the handling of charts, patient record,
PHI and other documents or information.

2. It is the policy of this office to remind patients of their appointments.  We may do this by
telephone, e­mail, U.S. mail, or by any means convenient for the practice and/or as
requested by you.  We may send you other communications informing you of changes to
office policy and new technology that you might find valuable or informative.

3. The practice utilizes a number of vendors in the conduct of business.  These vendors may
have access the PHI but must agree to abide by the confidentiality rules of HIPAA.

4. You understand and agree to inspections of the office and review of documents which
may include PHI by government agencies or insurance payers in normal performance of
their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the
office manager or the doctor.

6. Your confidential information will not be used for the purposes of marketing or
advertising of products, goods or services.

7. We agree to provide patients with access to their records in accordance with state and
federal laws.

8. We may change, add, delete or modify any of these provisions to better serve the needs of
the both the practice and the patient.

9. You have the right to request restrictions in the use of your protected health information
and to request change in certain policies used within the office concerning your PHI.
However, we are not obligated to alter internal policies to conform to your request.

I _________________________________date_________ do hereby consent and 
acknowledge my agreement to the terms set forth in the HIPAA 
INFORMATION FORM and any subsequent changes in office policy.  I 
understand that this consent shall remain in force from this time forward.

Signature of Parent _______________________   
Relationship to Patient___________________

Name of Parent __________________________

http://www.hhs.gov/


CONSENT TO PROCEED

I   authorize   Rainier Pediatric Dentistry  and/or   such   associates   or   assistants   to   perform 
those  procedures as may be deemed necessary or advisable to maintain my dental health or the 
dental health of any minor or other individual for which I have responsibility, including taking   
x-rays, arrangement and/or administration of any sedative (including nitrousoxide),analgesic,   
therapeutic,   and/or   other   pharmaceutical   agent(s),  including those related to restorative, 
palliative, therapeutic or surgical treatments. 

I understand that the administration of local anesthetic may cause an untoward reaction or 
side effects, which may include, but are not limited to bruising, hematoma, cardiac 
stimulation, muscle soreness, and temporary or rarely, permanent numbness.  I understand 
that occasionally needles break and may require surgical retrieval.   Occasionally drops of 
local anesthetic may contact the eyes and facial tissues and cause temporary irritation.
I understand that as part of the dental treatment, including preventive procedures such as 
cleanings and basic dentistry, including fillings of all types, teeth may remain sensitive or even 
possibly quite painful both during   and   after   completion   of   treatment. Dental materials   
and   medications   may   trigger   allergic   or  sensitivity reactions.
After lengthy appointments, jaw muscles may also be sore or tender.  Holding one’s mouth 
open can, in a predisposed patient, precipitate a TMJ disorder.   Gums and surrounding tissues 
may also be sensitive or painful during and/or after treatment.  Although rare, it is also possible 
for the tongue, cheek or other oral tissues to be inadvertently abraded or lacerated (cut) during 
routine dental procedures. In some cases, sutures or additional treatment may be required. 

I   understand   that   as   part   of   dental   treatment   items   including,   but   not   limited   to   
crowns,   small   dental  instruments, drill components, etc. may be aspirated (inhaled into the 
respiratory system) or swallowed. This unusual situation may require a series of x-rays to be 
taken by a physician or hospital and may, in rare cases, require bronchoscopy or other 
procedures to ensure safe removal.

I do voluntarily assume any and all possible risks, including the risk of substantial and serious 
harm, if any, which may be associated with general preventive and operative treatment 
procedures in hopes of obtaining the potential desired results, which may or may not be 
achieved, for my benefit or the benefit of my minor child or ward.  I acknowledge that the 
nature and purpose of the foregoing procedures have been explained to me if necessary and I 
have been given the opportunity to ask questions.

Patient Name:  

 Parent/Guardian Name: Date:  

Signature of Parent/Guardian:  Date:   
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