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HIPAA Compliance





(Health Information Portability and Accountability Act)

Patient’s Name:_____________________________________________________________________________

Please list the family members or other persons, if any, whom we may inform about your child’s general medical condition and/or diagnoses (including treatment, payment, and health care operations).

Name:____________________________________
Relationship to patient:_______________________


___________________________________
Relationship to patient:_______________________


___________________________________
Relationship to patient:_______________________

Please list the address where you would like your billing statements and/or correspondence from our office sent if other than your home.

Address:____________________________________________________________________________

City:________________________
State:_____________________
Zip Code:_______________

Please indicate if you want all correspondences from our office sent in a sealed envelope marked “CONFIDENTIAL”.  


Yes____________
No:_____________

Please print the telephone number where you want to receive calls about appointments, lab, and x-ray results, or other health care information, other than your home telephone number.

Phone number: (     )____________________________
Is this a cell phone?______
Work phone?______

Please be aware that cell phone or mobile phones are neither secure nor private phone lines.

May confidential messages or appointments reminders be left on your telephone answering machine or voicemail?



Yes____________
No:______________

Parent or Guardian Signature:_________________________________________
Date:___________________
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487 West Main Street


West Jefferson, OH 43162
drdana@sunnypeds.com

