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Privacy Consent Form
In a genuine effort to abide by changes to Privacy of Information legislation, we have drafted this form to outline in principal the efforts our office is making to:
· ensure that only necessary information is collected about you and shared only with your consent

· ensure that the movement, storage, retention and destruction of your information is handled in compliance with legislative guidelines

Our office collects, uses and discloses patient information as follows:

· to establish and maintain accurate communication with you and to enable us to contact you accordingly, for issues directly related to your oral health care

· to assess your health needs and deliver safe and efficient patient care

· to advise you of oral health concerns and treatment options

· to communicate with other health care providers, including previous dentists, transferring dental offices, specialists and referring doctors when necessary
· to allow us to efficiently follow-up on treatment recommended or received
· to communicate with insurance providers to obtain information regarding insurance coverage and treatment history

· to complete and submit claim forms for third party adjudication and payment and to submit claims electronically on your behalf

· I authorize my dentist, Dr. Neil Zastre Inc. to release to my dental benefits plan administrator and the Canadian Dental Association, information contained in dental claims submitted electronically. (CDAnet/iTrans)










Initial



· I hereby assign my dental plan benefits, payable from claims submitted electronically or manually, to Dr. Neil Zastre Inc. and authorize payment directly to Dr. Neil Zastre Inc.










Initial


· I authorize my dental benefits plan administrator to release to Dr. Neil Zastre Inc. a copy of any pre-determination authorizations for claims submitted, on my behalf, by Dr. Neil Zastre Inc. 










Initial


· to comply with the legal and regulatory requirements in a timely fashion according to the provisions of the Regulated Health Professions Act 
· to invoice for goods and services

· to process credit card payments

· to collect unpaid accounts

· to assist this office to comply with all regulatory requirements and comply generally with the law

The information we collect from you will not in any way be used for marketing or other commercial purposes.

If a request for your personal information is made under circumstances not outlined above we will contact you for permission to release such information.

This authorization shall continue in effect until the undersigned revokes same.

I have reviewed the above information, and initialed where appropriate, which clearly explains when and how this office will use my personal information.  I agree that employees of Dr. Neil Zastre Inc. may collect, use and disclose personal information about 





(patient name) as set out above.

Signature of patient/parent or guardian



Date (mm/dd/yy)
Effective  Jan 1, 2004, new privacy legislation was implemented which limits the ability of insurance carriers to return treatment authorization letters to dentists and requires them to send the information directly to the patient.  The purpose of this form is two fold:

1. to outline in principal our efforts to comply with legislative guidelines and to outline generally the circumstances under which we have reason to use and collect your personal information; and

2. to enable Dr. Neil Zastre Inc. to continue to receive insurance information directly and to continue to process your claims and proceed with your treatment in a timely and efficient manner.  
If you have any questions or concerns please let us know.

Privacyconsent.doc
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