Patient Acknowledgement (HIPPA)
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Effective April 14, 2003, the new federal law known as the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) requires that this
office comply with certain rules regarding the maintenance of the privacy of your information that we have collected and will collect in the future.
To comply with one of HIPAA’s requirements, we are giving you a copy of our Notice of Privacy Practices. This Notice of Privacy Practices contains
the information that HIPAA requires us to disclose regarding our privacy practices.

Existing Michigan Law requires(in addition to our attempt to obtain your written acknowledgment, discussed above) us to first obtain your written
consent prior to disclosing any of your information except for our disclosures in connection with: a defense to a claim challenging our professional
competence; a review entity’s functions; a claim for payment of fees; a third party payer’s examination of our records; a court order as part of a
criminal investigation; an identification of a dead body; a licensure investigation; or a child abuse/neglect investigation.

From time to time it may be necessary for us to make disclosures of your information in connection with your treatment. For example, we may
make a referral to or consult with another dentist or other health care professional, provide a specimen to a laboratory for testing or otherwise
make disclosures of your information in connection with providing or coordinating your treatment.

Please sign this form below that you have received, and /or reviewed the Notice of Privacy Practices. =& {®f&H — £ 2
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We are going to be communicating and sending statements by email and text messages in the future. Please provide
your email and phone number to stay informed: 5% 0 FHFERE - BERKFREEA —IL - THFR P TOERE TEBL XS,

Authorization for Release of Information to Family Members and Friends
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Name K4 Phone number E:5& S Relationship £#& & D EI(R

The following information has special protection under Michigan law and will not be disclosed without the patient's permission. This information
will be made available to the people I've listed above only if | indicate may approval by initialing the lines below: = > /7 >N DEEIC L V1B
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Dental Treatment Plans ;&7 '~ > /Dental Records ;&% a0 55/ X-rays release L > ~ 7 > i&E

I understand that | can update this form at any time in writing. This form does not expire unless revoked. =D ! Z k(W D CTH EMmIC TEHFT
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Patient Name £#&# K4 Date of Birth =4 A H

Signature of Patient/Legal Representative E% Date H{t(mm/dd/yyyy)

Email X /L7 F

Cell Number #£5& 5
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