Shaia Dentol Care

THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA) ENACT ED ON APRIL 13, 2003

BY THE FEDERAL GOVERNMENT, REQUIRED HEALTH CARE PROVIDERS TO INFORM PATIENTS ON HOW THEIR
PROTECTED HEALTH INFORMATION (PHI) WILL BE USED. HIPAA PROTECTS ALL PHI THAT IS DEFINED AS
“INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION" HELD OR TRASMITTED BY A COVERED ENTITY OR

ITS BUSINESS ASSOCIATES, IN ANY ORM OR MEDIA, WHETHER ELECTRONIC, PAPER OR ORAL.

AS A DENTAL OFFICE, WE USE AND DISCLOSE YOUR PHI TO EXECUTE TREATMENT, PAYMENT, AND
HEALTHCARE OPTIONS ONLY. WE DO NOT SELL OR UTILIZE YOUR INFORMATION FOR MARKETING.

WAYS YOU PHI WILL BE USED:
TREATMENT: WE MAY USE OR DISCLOSE YOUR PHI TO A PHYSICIAN OR OTHER HEALTHCARE PROVIDER
ESTABLISHING A TREATMENT PLAN FOR YOU.
PAYMENT: WE MAY USE OR DISCLOSE YOUR PHI TO OBTAIN PAYMENT FOR SERVICES PROVIDED TO YOU.
APPOINTMENT REMINDERS: WE MAY USE OR DISCLOSE YOUR PHI TO PROVIDE YOU WITH APPOINTMENT
REMINDERS (PHONE CALLS, TEXT MESSAGES, EMAILS, OR MAIL)
ABUSE/NEGLECT: WE MAY USE OR DISCLOSE YOUR PHI TO AUTHORITIES IF WE REASONABLY BELIEVE YOU
ARE A POSSIBLE VICTIM OF ABUSE, NEGLECT, DOMESTIC VIOLENCE, OR OTHER CRIMES.
NATIONAL SECURITY: WE MAY DISCLOSE TO AUTHORITIES THE PHI OF ARMED FORCES PERSONNEL UNDER
CERTAIN CIRCUMSTANCES. WE MAY DISCLOSE TO AUTHORITIES FEDERAL OFFICIALS PHI REQUIRED FOR
LAWFUL INTELLEGENCE, COUNTERINTELLEGENCE, AND OTHER NATION SECURITY ACTIVITIES. WE MAY
DISCLOSE PHI TO LAW ENFORCEMENT AGENCIES OR CORRECTIONAL INSTITUTIONS.
RELEASE OF PHI TO AUTHORIZED PERSONNEL: WE WILL DISCLOSE YOUR PHI TO THE PERSON YOU HAVE
AUTHORIZED BELOW. WE WILL RELEASE INFORMATION TO THE EXTENT NECESSARRY TO HELP WITH YOUR
HEALTHCARE OR WITH PAYMENT FOR YOUR HEALTHCARE. ADD AUTHORIZED PERSON(S) BELOW.

NAME: RELATIONSHIP: PHONE:
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| CERTIFY THAT DR SHAIA MAY USE MY HEALTH CARE INFORMATION AND MAY DISCI.OSE RELEASE OR
DISTRIBUTE SUCH INFORMATION TO MY INSURANCE COMPANY AND AGENTS IN THE PURPOSE OF OBTAINING
PAYMENT FOR SERVICES RENDERRED.| RELEASE ALL INURANCE BENEFITS FOR MYSELF AND MY MINOR
BE ASSIGNED TO DR. SHAIA, WITH ANY UNPAID BALANCES COVERED BY THE RESPONSIBLE PARTY.
SIGNATURE N e e DATE
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RESERVATIONS WITH OUR OFFICE REQUIRE A MINIMUM OF 24 HOUR NOTICE WHEN RESCHEDULING AND/OR
CANCELLING. MISSED AND/OR BROKEN APPOINTMENTS WITHOUT 24 HOUR NOTICE WILL BE SUBJECT TO A
CANCELLATION FEE THAT MUST BE PAID PRIOR TO THE NEXT RESERVATION. SATURDAY NO SHOWED VISITS
WILL RESULT IN LOSS OF ACCESS TO WEEKEND VISITS. FREQUENT BROKEN VISITS MAY WARRANT DISMISSAL.
fF YOU NEED TO ALTER A RESERVATION WE CAN BE REACHED BY PHONE AND/OR TEXT MESSAGE.

BROKEN RESERVATION WITH DR. SHAIA $50 + BROKEN RESERVATION WITH HYGIENE $25 +
* SIGNATURE DATE

ANTHONY A. SHAIA D.DS









