Electronic Communication Consent Form

Patient's Full Name: Date of Birth:
(Please initial below)

I AGREE to receive electronic communications.

I DO NOT AGREE to receive electronic communications.

| understand and acknowledge that by agreeing to electronic communication, the
dental practice may contact me via email and/or mobile phone number provided below.
| am aware of the potential risks associated with unencrypted emails being intercepted
by third parties. Furthermore, | accept responsibility for promptly updating the dental
practice with any changes to my contact information.

Preferred Method of Electronic Communication: (Please initial below)

____ Text Messaging
_ Email

| would like to receive:

____Appointment Reminders/Recall Visits

Information regarding insurance/billing
___Requests for Patient Satisfaction online reviews
| reserve the right to withdraw my consent to electronic communication at any time by
contacting the office at INSERT YOUR OFFICE NAME|PHONE NUMBER|OFFICE EMAIL
ADDRESS.

Patient's Signature: Date:

Reproduction of this material is permitted for use by dentists and their staff only. Any
other use, duplication, or distribution requires prior written approval from the American
Dental Association. This material serves as general reference and does not constitute
legal advice. It covers HIPAA regulations exclusively, not other federal or state laws.
Dentists should seek advice from qualified legal counsel for comprehensive legal
guidance, including compliance with HIPAA, the HITEC H Act, and regulations from the
U.S. Department of Health and Human Services, as changes in laws or regulations may
necessitate revisions.
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