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Dr. Brent Morrill, D.D.S. 
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451 Rampart Range Rd. Woodland Park, CO. 80863 

PATIENT	ACKNOWLEDGEMENT		

I understand that I have certain rights regarding m protected health information.  These rights are given to me under 
the Health Insurance Portability and Accountability Act of 1996(HPPA). I understand that by signing this consent I 
authorize you to use and disclose my health information to carry out: 

- Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment): 
- Obtaining payment from third party payers (e.g. my insurance company); 
- The day-to-day healthcare operations of your practice.  

I have been given a copy of your Notice of Privacy Practices to review. I understand that you reserve the right to 
change the terms of this notice and I may contact you at anytime to obtain the most current copy. 

I understand that I have the right to request restrictions, in writing, on how my protected health information is used 
and disclosed to carry out treatment, payment and health care operations, but that you are not required to agree to 
these requested restrictions.  However, if you do agree, you are then bound to comply with this restriction. 

I understand that I may revoke this consent, in writing, at any time.  However, any use or disclosure that occurred 
prior to the date that I revoke this consent is not affected. 

I hereby provide written authorization permitting Dr. Brent Morrill to discuss my bill and/or health information with 
the following individuals: 

Spouse/Family Member:_________________________________________________ 

Other:__________________________________Relationship:___________________________ 

May we leave health information on your answering/message service:  YES (  ) No (  ) 

Date Signed: ___________________________ Printed Patient Name:___________________________ 

Signature ________________________________ 

To the best of my knowledge, the questions on the Medical History form have been accurately answered.  I 
understand that providing incorrect information can be dangerous to my (or patient’s) health.  It is my responsibility 
to inform the dental office of any changes in my medical status. 

Signature ____________________________________________Date: __________________________ 

Your dental benefit program is a contract between you, your employer and the insurance company.  We are not a 
party to that contract. Our fees are generally, but not necessarily, covered in full by the maximum allowance 
determined by your carrier.  Not all dental services are a covered benefit in all contracts.  If you have insurance you 
are expected to pay your deductible or your co-payment at each visit.  If you do not have insurance, payment is 
expected in full at each visit unless prior arrangements have been made.  Procedures requiring out of office lab fees 
such as crowns, bridges, or dentures must have a deposit of ½ down or your co-payment paid when the final 
impression is taken.  A 1-1/2% per month (18% APR) service charge will be made on all accounts 30 days past due. 

Patient Signature (or Guardian) _________________________________________Date:______________________ 


