
HIPAA - Patient Acknowledgment Form
Our Notice of Privacy Practices (NPP) provides information about how Pure Smiles Hawaii may
use and disclose protected health information (PHI) about you.

The Practice provides this form to comply with the Health Insurance Portability and
Accountability Act (HIPAA). The NPP contains a Patient Rights section describing your rights
under the law.

Please review the Notice of Privacy Practices thoroughly before signing this acknowledgement
form.

In the event that terms of the Notice change, a revised copy will be made available to you.

By signing this form, you acknowledge that our Practice may use and disclose PHI about you for
treatment, payment and healthcare operations. You have the right to request that we restrict
how PHI about you is used or disclosed for treatment, payment or health care operations. I
assume responsibility to inform the practice of any changes in the above information.
*****************************************************************************
I give permission for Pure Smiles Hawaii

Leave voicemail
Text
E-mail _

__ Discuss procedures via phone messages, text, or email
*****************************************************************************
I agreetoshare medical and dental inf0r:nation;!£:. :::o~ people:
(1) Name 'l'«tte Sfflt 'e8ns~~_~::!!!!lE.lu"I!!lI~ _

Phone (~ _
Name Relationship _
Phone (l-_-.J) _

*****************************************************************************

I have received the Notice of Privacy Practices and have no further questionsj concerns
regarding HIPAA.

*Signature:» Date: _

Relationship to patient if patient is a minor: _

Pure Smiles Hawaii, LLC
Chyong-Ying(Lisa) Shirai, DDS
4211Waialae Avenue Suite 501
Honolulu, HI 96816
808-73S-34SS( office) 808-7S4-7622( cell) 808-450-2679(fax)


