
Ackno\ /ledgernent of
Statet.I.lent of Priwacy

R.eceipt of
Practices

I acknowledge that I have received a cogy of the Statement of Privacy Practices for the offices of Walker
and Kraus DDS, PLLC. The Statement of Privacy Practices describes the types of uses and disclosures of
my protected health information that might occur in my treatment, payment for services, or in the
performance of office health care operations. The Sbtement of Privacy Practices also describes my rights
and the responsibilities and duues of this office with respect to my protected health information. The
Statement of Privacy Practices is also posted in the facility.

Walker and Kraus DDS, PLLC reserves the right to change the privacy practices curently described in the
Statement of Privacy Practices. If privacy practices change, I will be offered a copy of the revised
Statement of Privacy Practices at the time of my first visit after the revisions become effective. I may
also obtain a revised Statement of Privacy Pmctices by requesting that one be mailed or otherwise
transmitted to me.

Walker and Kraus DDS, PLLC
2949 Griflin Ave, Suite l02 ' Enumclaw, Washington ' 98022 ' 360-82t1661

ADDITIONAL OISCLOSURE AUTHORIZATIOTI

ln addition to the allowable disclosures descrlbed in the Statement of Pivacy Practlces, I hereby
specitlcally authorize dbelosure ot my Prctected Healthcare lntormatlon to lhe peE on(s) identitied
below. (l undetstand that the default answet ls "NO". Without lndicating'YES" ln anawer to the each
individual question, pe6onal prctec.ted (PHI) cennot be sharcd with anyone unless othetwise allowed
by HIPAA rules.)

Spouse only D YES DNO
Any Member ot my immediate lamilv: (Spouse. Children, Children's Spouses) tr YES trNO
Any Member of my extended familv: (Parents, Grandchildren D YES trNO

Other: D YES -NO
Name of patient (please print):

Patient siqnature:

Patient's Dersonal reDresentative: (Please Print):

qe6onal Representative's signature:

Representative's Telephone Number: Date:

OFFICE USE ONLY BELOW THIS LINE

Acl<r-rouzledgernent Not Obtained
Provided Prior to
Treatment? tr YES trNO

Date Statement Provided:

Reason for not obtaining
patient signature

tr Needed more time to review Statement

! Wanted to consult another person before signing

tr Physically unable to sign

tr No reason offered

! Other


