DR. ENRIQUE M. OCHOA, D.D.S.  P.A.
3501 DEL PRADO BLVD. #209

CAPE CORAL, FL 33904

(239) 549-7644

(501) 635-0386
PATIENT CONSENT / ACKOWLEDGEMENT FORM
By signing below, you consent to the use and disclosure of your protected health information by Enrique M. Ochoa, D.D.S., our staff and our business associates for treatment, payment and health care operations.  For a more detailed description of uses and disclosures for these purposes, please review our Notice of Information Practices (“Notice”).  You have the right to review our Notice prior to signing this consent.  The terms of this Notice may change.  If the terms change, you may obtain a revised Notice by simply contacting Dr. Ochoa’s office at (239) 549-7644 and request a revised Notice.  

We will also post any revised notice.  You have the right to request that we restrict our uses or disclosures of your protected health information that we are otherwise permitted to make for treatment, payment, and healthcare operations (TPO), although we are not required to agree to these restrictions, they are binding on us.  
Finally, you may refuse to consent to the use or disclosure of your protected health information (PHI), but this must be in writing.  Under this law, we have the right to refuse to treat you should you chose to refuse to disclose your protected health information (PHI).

This form is also used to obtain acknowledgement of receipt of our notice of privacy practices or to document our good faith effort to obtain that acknowledgement.  I have reviewed, understand and agree to the content of the notice of privacy.

I give my consent to Dr. Enrique M. Ochoa to use personal information in order to pre-establish credit.

I give my consent to Dr. Enrique M. Ochoa and staff to confirm a dental appointment with other family members in my home.  I also agree for messages to be left on my machine regarding personal health information, treatment and payments.

I understand that the measurements taken by this federal mandate is for my protection.  I will NOT be able to do any of the following:

· TALK ABOUT MY PERSONAL HEALTH INFORMATION (PHI) AT THE FRONT DESK.
· ASK QUESTIONS IF INSURANCE OR COVERAGE OTHER THAN IN A PRIVATE SETTING.

· LOOK AT COMPUTER MONITORS AROUND THE OFFICE.

· INTERRUPT OR INTRUDE INTO AN OPERATORY IN WHICH OTHER PATIENTS ARE BEING TREATED.

· WALK AROUND OPERATORIES.  I WILL NOT WANDER WITHOUT BEING ESCORTED.

· OBTAIN ACCESS TO MY RECORDS WITHOUT A SIGNED CONSENT FORM.

Will it be ok to contact you by e-mail     _____ YES   _____  NO

NAME:________________________________________________ DATE:__________________________

SIGNATURE:___________________________________________

