
HIPAA Notice of Privacy Practices Acknowledgement
Paul E. Coggins, DDS, MPH, PA

120 3 Ridge Road · Ral e igh , NC 27607 I (9 19) 83 2-0168

I understand that, under the Health Insurance Portability & Accou ntabi lity Act of 1996 (HIPM), I have certain
rights to privacy regarding my protected hea lth information . I und erstand that this information ca n and wi ll be
used to :

• Conduct, plan, and direct my treatme nt and follow-up among the mu ltiple hea lth ca re provide rs who
may be invo lved in that treatm ent direct ly or indirectly.

• O btain payment from third party payers.
• Conduct normal health ca re operations such as qua lity assess me nts a nd professiona l ce rtifica tions.

I have received, read, and understa nd you r HIPM Notice of Privacy Pract ices co nta ining a more complete and
detailed descriptio n of the uses and disclosures of my health information . I understand that this office has the has
the right to change its HIPM Notice of Privacy Practices from time to time as necessitated by changes in HIPM .
I have the right, at any time, to contact this office at the address above to obtain a current copy of their HIPM
Notice of Privacy Pract ices.

I und erstand that I may request, in writing, that you restrict how my private information is used or d isclosed to
ca rry out treatmen t, payment, o r health care operations. I also understa nd that you are not required to agree to
my requested restrictio ns, but if you do agree that you are bou nd to abide by such restrictions.

Patient name (print) _

Relationship to patie nt _

Signature Date _

OFFICE USEONLY
I atte mpted to obtain the patient's signature in ack nowledgem ent of receipt of the HIPM Notice of Privacy
Practices, but was unable to do so as documented be low.

Date: Initials: Reason : _
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