




 
 

AUTHORIZED PATIENT NOTIFICATION LIST 
 

(Required of HIPAA) Health Insurance Portability and Accountability 
 
 
 
I authorize all Wiregrass Orthodontic Physicians and/or whomsoever he/she may 
designate as his/her professional representative/assistant to discuss any aspect of my 
orthodontic care, to include: appointments, financial obligations, surgical procedures, 
prescriptions, and any other pertinent information pertaining to my care with the 
following designated people: 
 
_________________________________ ___________________________________ 
 
_________________________________ ___________________________________ 
 
_________________________________ ___________________________________ 
 
_________________________________ ___________________________________ 
 
This document will be part of your permanent record. In the event that any of the selected 
representatives that you have designated change, it will be necessary to update our 
records with a written notification.  You will need to state who you would like to have 
removed from or added to the Authorized Notification List. 
 
 
__________________________________  ___________________ 
Patient/Other Person Authorized to Sign   Date 
 
 
__________________________________  ___________________ 
Relation to Above Signature    Date 
 
 
__________________________________  ___________________ 
Witness Signature      Date 



 
 

Wiregrass Orthodontic Specialists 
CONSENT FOR USE AND DISCLOSURE 

OF HEALTH INFORMATION 
 
Section A: PATIENT GIVING CONSENT 
 
Patients Name:  _________________________________________________________________________ 
 
Address: ______________________________________________________________________________ 
 
Telephone: _____________________ Email: _________________________________________________ 
 
Patient #: ___________________________ Social Security #: ____________________________________ 
 
Section B: TO THE PATIENT---PLEAE READ THE FOLLOWING STATEMENT CAREFULLY 
 
Purpose of Consent: By signing this form, you will consent our use and disclosure of your protected health 
information to carry out treatment, payment activities, and health operations. 
Notice of Privacy Practices: you have the right to read our Notice of Privacy Practices before you decide whether 
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, 
of the uses and disclosures we may make of your protected health information, and of other important matters about 
your health information.  A copy of our Notice accompanies this Consent.  We encourage you to read it carefully and 
completely before signing this Consent.   
 
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change our 
privacy practices, we will issue a rived Notice of Privacy Practices, which will contain the changes.  Those changes 
may apply to any of your protected health information that we maintain. 
 
Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your 
revocation submitted to the Contact Person listed above.  Please understand that revocation of this Consent will not 
affect any action we took in reliance of this Consent before we received your revocation, and that we may decline to 
treat you or to continue if you revoke this Consent. 
 
Contact Officer 
Hillary Franks                  Wiregrass Orthodontic Specialists 
(334) 792-1000  100 O’Brannan Park Drive 
   Dothan, AL 36303 
   (334) 792-1000 
Signature 
 
I, _______________________________________________, have had full opportunity to read and consider the 
contents of this Consent form and your Notice of Privacy Practices.  I understand that, by signing this consent form, I 
am giving my consent to your use and disclosure of my protected health information to carry out treatment payment 
activities and health car operations. 
 
Signature: _________________________________________Date:________________________ 
 
If this consent is signed by a personal representative on behalf of the patient, complete the following: 
 
Personal Representative’s Name: _________________________________________________ 
 
Relationship to Patient: _________________________________________________________ 

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT 
Include completed consent in the patient’s chart 



Wiregrass Orthodontic Specialists 
Acknowledgement of Receipt of 

Notice of Privacy Practices 
 
 
 

I, _______________________________ have received a copy of this 
office’s Notice of Privacy Practices. 
 
 
 
________________________________________________________ 
Please Print Name 
 
________________________________________________________ 
Signature 
 
________________________________________________________ 
Date 
 
_____________________________________________________________ 

For office use only 
 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy 
Practices, but acknowledgement could not be obtained because: 

 
       Individual refused to sign 
 
       Communication barriers prohibited obtaining the acknowledgement  
 
       An Emergency situation prevented us from obtaining acknowledgement 
 
       Other ( Please Specify) 
 
_____________________________________________________________ 
 
_____________________________________________________________ 
 
_____________________________________________________________ 

 
This form is educational only, does not constitute legal advice, and covers only Federal, not state law (Aug.14, 2000) 
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