
 

 

 

 

 

HIPAA Consent  

New Baltimore Family Dentistry 
12498 US RT 9W · West Coxsackie, NY 12192 

T (518) 731-2797 · F (518) 731-9974 · Email: info@nbfdentistry.com 

 

PATIENT INFORMATION 

First Name  Last Name  Birth Date  

 
 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) provides privacy protection to your 

medical records. Our benefits office (or other third party designated by our office) may sometimes need to 

disclose medical information or payment information protected by HIPAA in relation to our group health plans to 

your family members or close friends involved in your health care. For example, your spouse may need to 

contact us if you are in the hospital to determine whether a particular procedure is covered under our group 

health plan or may need assistance filing a claim for medical services. Under HIPAA, unless you specifically 

object, we are allowed to use our professional judgement in deciding whether to discuss your medical and 

payment information with your family members or close friends. However, we would like to provide you with the 

opportunity to tell us with whom we may discuss your medical or payment information under our group health 

plans.  

 

 

Please select ONE of the following: 

 

❑  Please do not discuss my medical or payment information with anyone. 

❑  You may discuss my medical or payment information with the following person(s). 

 

 

 

________________________________________________________________________________________ 
Name                                                                                                                                                                                              Phone 

 

________________________________________________________________________________________ 
Name                                                                                                                                                                                              Phone 

 

 

FORM COMPLETION 

Signature of Patient, Parent, Legal Guardian  Date  

IF PATIENT IS A MINOR 

Form signed by  Relationship to Patient  

 


