
����+XQWHUV�9LOODJH
1HZ�%UDXQIHOV��7;������

}�������������
LQIR#IRXQGP\VPLOH�FRP
ZZZ�IRXQGP\VPLOH�FRP


3DWLHQW�,QIRUPDWLRQ���

)LUVW�1DPH�
�

/DVW�1DPH�
�

0LGGOH�,QLWLDOV�
�

'DWH�RI�%LUWK�
�

*HQGHU�
�)HPDOH
�0DOH

0DULWDO�6WDWXV�
�6LQJOH � �0DUULHG � �:LGRZHG � �'LYRUFHG

6WUHHW�$GGUHVV�
�

$SW��8QLW���
�

&LW\�
�

6WDWH�
�

=LS�&RGH�
�

0RELOH�3KRQH�
�

+RPH�3KRQH�
�

:RUN�3KRQH�
�

(PDLO�
�

3UHIHUUHG�FRQWDFW�PHWKRG�
�0RELOH�3KRQH � �+RPH�3KRQH � �:RUN�3KRQH � �(PDLO

2FFXSDWLRQ�
�

3DWLHQW�LQWHUHVW�RU�KREELHV�
�

5HVSRQVLEOH�3DUW\��LI�GLIIHUHQW�IURP�SUHYLRXV�OLVWLQJ����

)LUVW�1DPH�
�

0LGGOH�,QLWLDOV�
�

/DVW�1DPH�
�

�)HPDOH
�0DOH

*HQGHU� 'DWH�RI�%LUWK�
�

0DULWDO�6WDWXV�
�6LQJOH � �0DUULHG � �'RPHVWLF�3DUWQHU � �6HSDUDWHG
�'LYRUFHG � �:LGRZHG

6WUHHW�$GGUHVV�
�

$SW��8QLW���
�

&LW\�
�

6WDWH�
�

=LS�&RGH�
�

0RELOH�3KRQH�
�

(PDLO�
� �0RELOH�3KRQH � �(PDLO

3UHIHUUHG�FRQWDFW�PHWKRG�


)DPLO\�5HIHUUDO���

$UH�DQ\�RI�\RXU�IDPLO\�PHPEHUV�DFWLYH�RU�SUHYLRXV�SDWLHQWV�RI�'U��/D\ILHOG"
�<HV � �1R

,I�\HV��ZKDW�LV�WKH�3DWLHQWV�1DPH�
�

'R�\RX�KDYH�DQ\�FKLOGUHQ�ZKR�ZRXOG�SRVVLEO\�QHHG�D�FRPSOLPHQWDU\�H[DP�LQ�WKH�IXWXUH"�LI�VR��SOHDVH�OLVW
QDPH�DQG�DJHV�
�

3DJH���RI��1HZ�3DWLHQW�)RUP���$GXOW




+RZ�GLG�\RX�KHDU�DERXW�RXU�RIILFH"

�'HQWLVW�5HIHUUDO � �)DPLO\�)ULHQG�5HIHUUDO � �*RRJOH�6HDUFK

�&RPPXQLW\�(YHQW

3OHDVH�QDPH�HLWKHU�WKH�'HQWLVW�RU�)DPLO\�)ULHQG�WKDW�UHIHUUHG�\RX��,I�\RX�PHW�XV�DW�D�FRPPXQLW\
HYHQW�SOHDVH�WHOO�XV�ZKLFK�RQH�

��


*HQHUDO�'HQWLVW�,QIRUPDWLRQ���

+DYH�\RX�KDG�D�GHQWDO�YLVLW�LQ�ODVW���PRQWKV"
�<HV � �1R

'HQWLVW�1DPH�
�


:KDW�WUHDWPHQW�RSWLRQ�V��DUH�\RX�LQWHUHVW�LQ"

�,QYLVDOLJQ � �7UDGLWLRQDO�%UDFHV � �5HWDLQHUV

��

,1685$1&(�67$1'$5'�
:H�DVN�WKDW�\RX�UHDOL]H�ZH�GRQ
W�ZRUN�IRU�DQ�LQVXUDQFH�FRPSDQ\��EXW�ZH�GR�ZRUN������IRU�RXU�SDWLHQWV��0RVW
LQVXUDQFH�FRPSDQLHV�SURYLGH�JUHDW�EHQHILWV�IRU�RXU�SDWLHQWV�DQG�ZH
UH�JRLQJ�WR�GR�HYHU\WKLQJ�ZH�FDQ�WR
PD[LPL]H�\RXU�EHQHILWV��3OHDVH�XQGHUVWDQG�WKDW�WKH�IHHV�ZH�FKDUJH�DQG�WKH�WUHDWPHQW�WKDW�ZH
UH�JRLQJ�WR
UHFRPPHQG�LV�VSHFLILFDOO\�GHVLJQHG�IRU�\RXU�LQGLYLGXDO�QHHGV�DQG�QHYHU�EDVHG�RQ�\RXU�LQVXUDQFH�FRYHUDJH�


'R�\RX�KDYH�2UWKRGRQWLF�,QVXUDQFH"��

�<HV � �1R

,I�\HV��SOHDVH�FRPSOHWH�WKH�'HQWDO�,QVXUDQFH�VHFWLRQ�EHORZ

3ULPDU\�'HQWDO�,QVXUDQFH��

3ULPDU\�,QVXUDQFH�&RPSDQ\
�

0HPEHU�,'���3ROLF\��
�

*URXS�1XPEHU
�

3ROLF\�+ROGHU�)LUVW�DQG�/DVW�1DPH
�

3DWLHQW�5HODWLRQVKLS�WR�,QVXUHG
�6HOI � �6SRXVH � �2WKHU

,QVXUHG�'DWH�RI�%LUWK
�

3ROLF\�+ROGHU�(PSOR\HU
�

,QVXUHG�6WUHHW�$GGUHVV
�

&LW\
�

6WDWH
�

=LS�&RGH
�

,QVXUHG�&RQWDFW�1XPEHU
�

6HFRQGDU\�'HQWDO�,QVXUDQFH��RSWLRQDO���

3DJH���RI��1HZ�3DWLHQW�)RUP���$GXOW



6HFRQGDU\�'HQWDO�,QVXUDQFH��RSWLRQDO���

6HFRQGDU\�,QVXUDQFH�&RPSDQ\
�

0HPEHU�,'���3ROLF\��
�

*URXS�1XPEHU
�

3ROLF\�+ROGHU�)LUVW�DQG�/DVW�1DPH
�

3DWLHQW�5HODWLRQVKLS�WR�,QVXUHG
�6HOI � �6SRXVH � �2WKHU

,QVXUHG�'DWH�RI�%LUWK
�

3ROLF\�+ROGHU�(PSOR\HU
�

,QVXUHG�6WUHHW�$GGUHVV
�

&LW\
�

6WDWH
�

=LS�&RGH
�

,QVXUHG�&RQWDFW�1XPEHU
�

+DYH�\RX�SUHYLRXVO\�KDG�RUWKRGRQWLF�WUHDWPHQW"

�<HV � �1R

���


:KDW�LV�\RXU�SULPDU\�FRQFHUQ�V�"���


3DWLHQW�+LVWRU\���

'RHV�WKH�SDWLHQW�KDYH�DQ\�DOOHUJLHV"�,I�\HV��SOHDVH�OLVW�EHORZ�
�

3OHDVH�OLVW�DQ\�PHGLFDWLRQ�WKH�SDWLHQW�LV�FXUUHQWO\�WDNLQJ�
�
�

&KHFN�LI�\RX�KDYH�RU�KDYH�KDG�DQ\�RI�WKH�IROORZLQJ�

�$QHPLD � �$VWKPD�&23' � �%OHHGLQJ�DEQRUPDOO\

�&DQFHU�7UHDWPHQW � �'LDEHWHV � �(SLOHSV\

�)DLQWLQJ � �*(5'�$FLG�5HIOX[ � �+HDGDFKHV�0LJUDLQHV

�+HDUW�SUREOHPV � �+HSDWLWLV � �+LJK�EORRG�SUHVVXUH

�+,9�$,'6 � �2VWHRSRURVLV � �3DFHPDNHU

�5KHXPDWLF�IHYHU � �6WURNH � �7REDFFR�XVH

2WKHU�'HWDLOV�

���

3DJH���RI��1HZ�3DWLHQW�)RUP���$GXOW



,QGLFDWH�DQ\�KLVWRU\�RI��FKHFN�DOO�WKDW�DSSO\���,I�FKHFNHG��<HV���SOHDVH�H[SODLQ�

�7KXPE�ILQJHU�VXFNLQJ �
�7RQJXH�DQG�RU�VZDOORZLQJ

SUREOHPV � �6SHHFK�SUREOHPV

�/RRVH�WHHWK�RU�EURNHQ�ILOOLQJV �
�*ULQGLQJ�DQG�RU�FOHQFKLQJ�RI

WHHWK �
�7RQVLOV�DQG�DGHQRLGV

UHPRYHG

�&URZQV�%ULGJHV � �5RRW�FDQDOV � �0RXWK�EUHDWKLQJ

�6QRULQJ �
�+LVWRU\�RI�ZHDULQJ�D

PRXWKJXDUG�DW�QLJKW � �+LVWRU\�RI�3HULRGRQWDO�GLVHDVH

�+LVWRU\�RI�3HULRGRQWDO
WUHDWPHQW � �0RXWK�VRUHV � �,QMXU\�WR�IDFH�RU�WHHWK

�-DZ�3DLQ � �&OLFNLQJ�RU�SRSSLQJ�MDZ �
�'LIILFXOW\�RSHQLQJ�RU�FORVLQJ

MDZ

�6HQVLWLYLW\�ZKHQ�ELWLQJ � �&ROG��KRW��RU�VZHHWV�VHQVLWLYLW\�
�)RRG�FROOHFWLRQ�EHWZHHQ

FHUWDLQ�WHHWK

2WKHU�'HWDLOV�

���

+DYH�\RX�KDG�DQ\�VHULRXV�LOOQHVVHV�RU�RSHUDWLRQV"�,I�\HV��SOHDVH�GHVFULEH����

,V�WKHUH�DQ\WKLQJ�HOVH�\RX�ZRXOG�OLNH�XV�WR�NQRZ�EHIRUH�\RXU�YLVLW"����

7R�WKH�EHVW�RI�P\�NQRZOHGJH��WKH�DERYH�TXHVWLRQV�KDYH�EHHQ�DFFXUDWHO\�DQVZHUHG��,�DP�DZDUH�LW�LV�P\
UHVSRQVLELOLW\�WR�LQIRUP�WKLV�RIILFH�RI�DQ\�FKDQJHV�WR�P\�PHGLFDO�VWDWXV��,�SHUPLW�WR�SHUIRUP�QHFHVVDU\
RUWKRGRQWLF�UHFRUGV��DQG�,�DP�DZDUH�\RX�PD\�XVH�WKHVH�UHFRUGV�IRU�LQ�RIILFH�HGXFDWLRQ�

6LJQDWXUH 'DWH

3DJH���RI��1HZ�3DWLHQW�)RUP���$GXOW



�
�



 

 
 
	

New Braunfels Orthodontic Associates 
230 Hunters Village 

New Braunfels, TX, 78132 
Foundmysmile.com 

                                             Privacy Officer Phone: 210-616-2030 
Privacy Officer Email: admin@hcr-audit.com 

	
 

Authorization	for	Use	or	Disclosure	of		
Protected	Health	Information	

 

 
I hereby voluntarily authorize the disclosure of information from my health record. I understand that I may revoke this 
authorization at any time in writing and submitted to the Covered Entity above, except to the extent that action has been 
taken in reliance on this authorization. 
 
______________________________________________ 
Name of Patient 
 
______________________________________________                     _______________ 
Signature of Patient, Parent (if patient is a minor), or Legal Representative                               Date 

 
 

 
The information from my health record is to be disclosed by the Covered Entity above and provided to the following: 
 
_______________________________________               _______________________________________ 
Name of Person/Organization                                                                                 Name of Person/Organization 

 
_______________________________________               _______________________________________ 
Street Address                                                                                                            Street Address 

 
_______________________________________               _______________________________________ 
City/State/ZIP                                                                                                              City/State/ZIP 

 
 

 
The information to be disclosed from my health record is limited to (check): 
 
        Only information related to: __________________________________________________________________ 
 
        Only for the period from: ___________________ to _____________________ 
 
        Entire health record 
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