
 



  

 



  

 
Healthy Smiles Family Dental Care, PLLC 

 
Patient Consent for Use and Disclosure  

of Protected Health Information 
 

 
I hereby give my consent for Healthy Smiles Family Dental Care, PLLC to use and disclose protected 

health information (PHI) about me to carry out treatment, payment and health care operations (TPO). (The 
Notice of Privacy Practices provided by Healthy Smiles Family Dental Care, PLLC describes such uses and 
disclosures more completely.)  
 
I have the right to review the Notice of Privacy Practices prior to signing this consent. Healthy Smiles Family 
Dental Care, PLLC reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of 
Privacy Practices may be obtained by forwarding a written request to Terence Medley, Business Manager, 
1927 Irvin Cobb Dr, Suite 1, Paducah, KY 42003. 
 
With this consent, Healthy Smiles Family Dental Care, PLLC may call my home or other alternative location 
and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out 
TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, including 
laboratory test results, among others.  
 
With this consent, Healthy Smiles Family Dental Care, PLLC may mail to my home or other alternative 

location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient 
statements as long as they are marked “Personal and Confidential.”  
 
With this consent, Healthy Smiles Family Dental Care, PLLC may e-mail to my home or other alternative 
location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient 
statements. I have the right to request that Healthy Smiles Family Dental Care, PLLC restrict how it uses or 
discloses my PHI to carry out TPO. The practice is not required to agree to my requested restrictions, but if it 
does, it is bound by this agreement.  
 
By signing this form, I am consenting to allow Healthy Smiles Family Dental Care, PLLC to use and disclose 
my PHI to carry out TPO.  
 
I may revoke my consent in writing except to the extent that the practice has already made disclosures in 
reliance upon my prior consent. If I do not sign this consent, or later revoke it, Healthy Smiles Family Dental 
Care, PLLC may decline to provide treatment to me. 
 
 
_______________________________ 
Signature of Patient or Legal Guardian 
 
_______________________________ ______________________ 
Print Patient’s Name Date 
 
_______________________________ 
Print Name of Patient or Legal Guardian, if applicable 
  



  

HEALTHY SMILES FAMILY DENTAL CARE, PLLC 
1927 IRVIN COBB DR, STE 1, PADUCAH, KY 42003 

 
 
I, _________________________, consent to be a patient at the above named office and agree to a radiographic 
and clinical examination.  I also understand and consent to the following: 
 

1. During the course of treatment, I may undergo procedures in all phases of dentistry including 
periodontics (gum treatment and surgery), oral surgery, endodontics (root canals), fixed and removable 
prosthodontics (crowns, bridges, and dentures), implant dentistry, restorative dentistry, 
temporomandibular disorder treatment, sleep apnea treatment, oral pathology, pediatric dentistry, and 
radiography. 
 

2. I will provide a thorough and complete medical history, supply a full list of my medications with 
dosages, and consent to my dentist communicating with my other medical practitioners to inquire about 
any aspect of my health history.  

 
3. No guarantees can be made about treatment outcomes, restoration longevity, or prognoses.   I understand 

that any branch of medicine, including dentistry, can involve unanticipated results. 
 

4. I will pay in full any cost of treatment or insurance copayments according to the office’s financial 
policy.  I understand that even if an insurance pre-estimate is given or a procedure has been 
preapproved, I am responsible for any costs that my insurance does not cover. 

 
5. My treatment plan may change at any time and I will do my best to approach my dental care with 

optimism and open communication with my dentist, hygienist, and dental office staff. 
 

6.  I am welcome to ask questions about any aspects of my dental care and will request information if I am 
confused or need more information.  I am responsible for clarifying any aspects of my treatment that I 
am unsure about. 

 
 
 
__________________________________      ____________ 
Patient or Guardian Name       Date 
 
 
__________________________________     ____________ 
Witness         Date 
 


