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Y    N Conditions
   Abnormal Bleeding
   Alcohol Use
   Allergies
   Anemia
   Angina Pectoris
   Arthritis
   Artificial Bones
   Artificial Heart Valve
   Asthma
   Blood Transfusion
   Cancer - Chemotherapy
   Colitis
   Congenital Heart Defect
   Cosmetic Surgery
   Diabetes
   Difficulty Breathing
   Drug Abuse
   Emphysema
   Epilepsy
   Fainting Spells
   Fever Blisters
   Frequent Headaches

Y    N  Conditions
    Glaucoma 
    Hay Fever 
    Heart Attack
    Heart Surgery
    Hemophilia
    Hepatitis A
    Hepatitis B
    High Blood Pressure
    HIV+ AIDS
    Kidney Problems
    Liver Disease
    Low Blood Pressure
    Mitral Valve Prolapse
    Pace Maker
    Pneumocystitis
    Psychiatric Problems
    Radiation Therapy
    Rheumatic Fever
    Seizures
    Shingles
    Sickle Cell Disease
    Sinus Problems

Y    N  Conditions
    Stroke
    Thyroid Problems
    Tuberculosis
    Ulcers
    Venereal Disease
    Yellow Jaundice
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    Pneumocystitis
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    Radiation Therapy
    Rheumatic Fever
    Seizures
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    Sickle Cell Disease
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Y    N  Allergies
    Aspirin
    Codeine
    Dental Anesthetics
    Erythromycin 
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    Penicillin
    Tetracycline
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HIPAA FORM
PRIVACY PRACTICES INFORMATION

If you want more information about your privacy practices or have questions or concerns 
please contact us using the information listed at the end of this notice.

If you believe that:
‣ We may have violated your privacy rights,
‣ We made a decision about access to your health information incorrectly,
‣ Our response to a request you made to amend or restrict the use or disclosure of your 

information.
‣ We should communicate with your by alternative means or at alternative locations.

You may contact us in the information listed below. You also may submit a written complaint 
to the U.S. Dept. of Health and Human Services. We will provide you with the address to file 
your complaint with them upon request. We support your right to the privacy of your health 
information. We will not retaliate in any way if you choose to file a complaint with us or with 
the U.S. Dept. of Health and Human Services.

Brookfield Family Dentistry
Thomas Tang, DDS

17185 W. North Avenue,
Brookfield, WI 53005

Phone (262) 821-1000
Fax (262) 821-5004

Date  

I have read and understand my privacy rightsI have read and understand my privacy rights
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