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CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION & PATIENT G'VING CONSEI{T

Name:

sEcrloH B: To rHE PATIEHT- PLa$E READ Tt{E Followt}rc srATEHEtrtrs ffi
Purpor ol Conrnt By signing this form, you wiii consent to our use and disclosure sf your prstected heafth infor.
rnation to carry out trcatment, payment activitjes, and heatthcare operations.

Hotlcl af ftlvircy Praclicr: You have the.right io,read our Notice of ftirracy Practices before you dride whether
t'3 sion this Consenl Our Notice prwides a iescripiion of our treatrnent, paiment activiti"",;il-'#;care oper_
ations, of the uses and disclosures u€ rnay make of your protecled heatth information, and ot oy,eiiilpo.tant mat-
ters about your orotected fe3ttt. l{omatipn. A copy of our.Notice accompanies this Consent. we en"ol..g" }., to
read it carefully and completely before signing this Consent

We resene tfie right to change our priYacy practices as described in our Nstice.of ftirracy prac{ices. lf we change
our privacy prac{ices, we will issue a revised Notice- of ?tivacy Practices, which will 

"onLin 
tf," Iii"nies. fnose

changes may appty to any of your protected heatth in{ormation that ue maifitain.

You rnay obtiain a copy of our Notice of Pdrccy Prac.tices, irciudirq any revisions of o.rr Notice, d any tirne by conbctirrg:
contsci Pers6n: MaudY

Teiephone;

futient #: Socid *rr*ry

972-278-953E
Teleplpne:

E-maIh

5324 Lakeview Pkwy. Rowlett, Tx. 75088

Signabrre:

tf this Consertt is signed fo a personal representatire on behatf of the patient, complete the folloring;

F€rsonsl Representdhe's lttarne:

RelaUonshipto Patient

YOU ARE EXTITLED TO A COFY OF THIS COilSEXT AFTER YOU SIGII II,
krdgd. complrtrd Coffi.nt ln thr peibnfr cfrarl

Risbt to Rrvohr: vou wittfqllt"jglif, jvoke this^consent at arry time R giving us written notice of your
revocation submitted to flre Contact Person listed abore.'Please understand $ra 

-rarocafionof 
ti" tionsent will not

affect any ac.tion ,ae 'took 
in reliance on this consent Yo* *F receirred your raocationl ano ltrat ,re ffi o*li* to

SIGNATURE

l, , hare had full opportunity to read and consider the
contents sf this Consent form and your Notice o! Privacy- Practiees. I understand thai, U,v 

"ig"ins 
t-h-i; Consent

form, I am giving rny consert to your use and disclosure of my protected health information to iarw-out treatrnenl
payment activities and health care operations.

FaE
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ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

t, have received a copy of this
office's Notice of Privacy Practices.

Please Print Name

Signature

Daie

For 0ffice Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Fractices, but
acknowledgement could not be obtained because;

n lndividual refused to sign

n Communications barriers prohibited obtaining the acknowledgement

tr An emergericy situation preventeci,us from obtaining acknowledgement

n Other (Please Specify)

g 2002 AmerEan Dental Association

All RighG Res€nd

Feproduction ard use of this form ry denti$s aild their d6fi is permrtted. Any othe. use, duplicalion or distributim of this form by arry other party requires th€ prior

written rpproal of tfp &neticsn Derirl Associ{rfio.L

This Form is€duc{ti6r|al oniy, doar not coNfinJt3 leosl .dyics, and core;s ooly H.rrl, not sfsta hw tAuCu.t 14, 2@).


