
BRANT ROUSE, DDS, PLC 

New Direction Dental

 559 Meadow Creek Drive 

 Tahlequah, Oklahoma 74464 

918-456-0977

HIPAA Privacy Policies and Procedures 

General Rule: No Use or Disclosure 

The dental office of Dr Rouse must not use or disclose protected health 

information (PHI), except as these Privacy Policies and Procedures permit 

or require. 

Acknowledgement and Optional Consent 

The office of Dr Rouse will make a good faith effort to obtain a written 

acknowledgement of receipt of our Notice of Privacy Practices from a 

patient before we use or disclose his or her protected health information 

(PHI) for treatment, to obtain payment for that treatment, or for our 

healthcare operation (TPO). 

Our dental office's use or disclosure of PHI for our payment activities and 

healthcare operations may be subject to the minimum necessary 
requirements. 

Our office will become familiar with Oklahoma's privacy law. If required 

by state law, or as directed by Dr. Rouse, we will also seek Consent from a 

patient before we use or disclose PHI for TPO purposes - in addition to 

obtained an Acknowledgement of receipt of our Notice of Privacy 

Practices. 

a. Obtaining Consent - if consent is to be obtained, upon the
individual's first visit as a patient (or next visit if already a patient),
our dental office will request and obtain the patient's written

consent for our use and disclosure of the patient's PHI for

treatment, payment, and healthcare operations. Any consent

we obtain must be on our Consent form, which we may not alter

in any way. Our dental office will include the signed Consent
form in the patient's chart.















Patient Name: 

BRANT ROUSE, DDS, PLC 

New Direction Dental

559 Meadow Creek Drive
Tahlequah, Oklahoma 74464 

918-456-0977

ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 

Date: -----------

I may refuse to sign this acknowledgement. 

----

I have been offered and / or received a copy of Dr Brant Rouse's 

Notice of Privacy Practices. 

I understand that my PHI (Protected Health Information) can and will 
be used for purposes of treatment and for payment from both 

myself and/or third party. I understand that I may request a copy of 

the privacy policies at any time. 

Expiration -- 3 Years from Initial Signature; Insurance Change; Pt 

reaches age of 18 ______ _ 

I consent for the office of Dr Brant Rouse to share my personal 

information with the following: (family, friends, etc.) 

Name / Relationship / Phone 

________ /_____ / ____ _

___________ /_______ / ______ _

________ /_____ / ____ _ 

Signature: ___________________ _ 


