










RONALD A. VITULLO, D.D.S.
* You May Refuse to Sign This Acknowledgment*

I have read/received a copy of this office’s Notice of Privacy Practices, and give
Consent for the use and disclosure of Private Health Information as described therein.

Print Name:__________________________________________________D.O.B._____________

Signature:____________________________________________DATE:_____________________

For Office Use Only
______________________________________________________________________________

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement
Other (Please Specify)

© 2010, 2013 American Dental Association. All Rights
Reserved_________________________________________________________________

COMMUNICATION CONSENT FORM

We will not release confidential and/or other protected health information (PHI) by home mailing, home
telephone, voice mail, work telephone, cell phone without consent.

I, ___________________________________ authorize office of Ronald A. Vitullo, DDS to contact me and/or a
designated personal representative to convey PHI and/or appointment reminders by the following methods and
assume responsibility to notify Ronald A. Vitullo, DDS office whenever this information changes:

PHI PHONE APPOINTMENT INFO

Home Telephone ___YES ___NO # ______________________________ ___YES ___NO

Work Telephone ___YES ___NO # ______________________________ ___YES ___NO

Voice Mail ___YES ___NO # ______________________________ ___YES ___NO

Cell Phone ___YES ___NO # ______________________________ ___YES ___NO

Mailing Address _______________________________________________________________________________



PATIENT AUTHORIZATION FOR PERSONAL REPRESENTATIVE

Purpose of Request: I authorize the practice to disclose or provide my protected health information to the
following individual(s) who is authorized to act as my personal representative for the purposes of receiving all
protected health information about myself. As my designated personal representative, he/she may exercise my
right to inspect, copy, and request amendments to my protected health information. My personal representative
may also consent to, or authorize the use and/or disclosure of my protected health information:

CHECK ALL THAT APPLY:

__ SPOUSE [NAME]:____________________________________________PHONE:__________________________

__ PARENT(s) [NAME(s)]:________________________________________PHONE:__________________________

__ CHILD [NAME]:______________________________________________PHONE:__________________________

__OTHER [NAME]:______________________________________________PHONE:__________________________

 Description of information to be disclosed: I authorize the practice to disclose all of my protected health
information to my designated personal representative.

 Expirations or termination of authorization: This authorization will remain in effect until terminated by
you, your personal representative or another individual(s) of legal entity authorized to do so by court
order or law.

 Right to revoke or terminate: As stated in our Notice of Privacy Practices, you have the right to revoke or
terminate this authorization by submitting a written request.

Disclosure: We have no control over the person(s) you have listed as your personal representative; therefore,
your protected health information disclosed under this authorization will no longer be protected by the
requirements of the Privacy Rule and will no longer be the responsibility of this practice.

Patient Signature: _________________________________________________________Date:_________________

Parent/ Guardian Signature: _________________________________________________Date:_________________

(Needed if individual is less than 18 years of age)


