
HIPAA AGREEMENT 
 

I have read and understand the HIPAA compliance form given to me by 
Affiliated Dentists. I understand that I always have access to my medical records 
and will be granted access to them always as it is my right.  

 

 

I give the following person/persons permission to discuss my dental and 
medical needs: 

 

 

 

 

 

 

 

Patient Name (Print): 

 

 

Patient Signature :       Date 


