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Authorization and Consent
» [ attest to the accuracy of the information on the patient information and Health History Forms. It is my responsibility to
inform this office of any changes in my medical status.

» lagree and consent to dental examination by Dr. Tam. I understand that additional diagnostic procedures and dental
treatments may be recommended and will be discussed with me prior to being done. Also, I acknowledge that there are
no guarantees, expressed or implied, as to the results of any procedures or dental treatments performed. I authorized
release of any information concerning my health care, advice and treatment to referral providers who assist in the care of
my medical and dental treatment.

» lauthorize Dr. Tam to take ﬁho_tographs of me to help me better understand my current dental condition and gossible
treatment options. I also authorize him to show these photographs to other patients to better explain their treatment
options

» lauthorize and re(%uest my insurance company to pay my benefits directly to Steven Tam, DMD, PC, otherwise payable
to me. I authorize the use of my signature on all insurance submissions. I authorize the release of any information for
billing purposes. This consent will remain valid and in effect unless we are otherwise notified in writing. [ agree to be
responsible for all charges for dental services and materials not paid by my dental benefit plan.

Patient or Guardian’s Signature Date

Notice of Privacy Practices
» By signing below, I acknowledge that I have received Steven Tam, DMD, PC’s notice of Privacy Practices, as mandated
by the Health Insurance Portability and Accountability Act of 1996 (“HIPPA”).

Patient or Guardian’s Signature Date

FOR OFFICE USE ONLY
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, as requested by law,
But acknowledgement could not be obtained because
Individual refused to sign O Other (specity)

Communication barriers prohibited obtaining the acknowledgement [l Anemergency situation prevented us from obtaining acknowledgment




