Dr. Jody Wilson, DDS www.imagedentalcarmel.com
11711 N Pennsylvania St. Phone: 317-816-0841

Suite 114, Carmel, IN 46032 Fax: 317-816-0859

Acknowledgment of Privacy Practices
Medical Information Release Form
HIPAA Release Form
*You may refuse to sign this Agreement*

Print Name: Dateof Birth:___ / [/

We are unable to discuss your treatment with anyone unless you give us written permission.

[ 11 authorize the release of information including the diagnosis, records, images and examination rendered to
me and claims information. This information may be released to specialists such as Orthodontist, Endodontist, Oral
Surgeon, Periodontist, Etc.
Please note: Certain treatments may require the patient to be sedated. You will need to have a driver
for such treatment. Your driver must be listed on this medical information release form prior to treatment.

[1Spouse Name:
[ ] Child(ren) Name(s):
[ ] Parent Name:

[] Other Name:*
*Relation to Patient:
[ 1 Information is not to be released to anyone.

This release of information will remain in effect until terminated by me in writing.
Messages

Please call my [ ] Home []Work []Cell Number:

If you are unable to reach me:
[]1 You may leave a detailed message
[ ] Please leave a message asking me to return your call
[]Other: between (time):

I have received a copy of this office’s Notice of Privacy Practices.

Signed: Date:

Office Use Only )
e  We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but acknowledgment could not be
obtained because:
o Individual refused to sign
o Communication barriers prohibited obtaining the acknowledgement
o Anemergency situation prevented us from obtaining acknowledgment
o  Other (please specify)




