Moundbuilders General Dentistry

(name of practice)

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Marme:

Addrass:

Telephamns: 3 .
RErr== e ——

SECTION B: TO THE PﬁT'HE_HT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purposa of Consent: By signing this form, you will consent to our uze and disclosure of your protectad health infor-
mation to carry out treatment, payment activities, and healthcare operations.

HNolice of Privacy Practices: You have the right lo read our Molice of Privacy Praclices before you decide whether
to sign this Consent. Our Notice provides a deseription of our treatment, payment activities, and healthcare oper-
ations, of the uses and disclosures we may make of your protected health information, and of other important mat-
{ers about your protected heaith infoermation. A copy of our Notice accompanies Lhis Consenl, We encourage you fo
read it carefully and completely before signing this Consanl,

We resarve the right to chanoe our privacy practices as described in our Notice of Privacy Practices. If we change
our privacy praclices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
chanpes may apply to any of your protected health information that we maintain,

You may obtain a copy of oo Nolice of Privacy Practices, inclading any revisions of our Notice, at any time by contacting:
centact Persore— Office Manager

Telephone: 344'1 81 O Fax

E-mail:

e 1034 W. Church St., Newark, OH 43055

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or to continue Lreating you if you revoke this Consent,

SIGNATURE

I, , have had full uppnriuniiy o read and consider the
contents of this Consent form and vour Notice of Privacy Practices. | understand that, by signing this Consent
form, | am giving my consent to your use and disclosure of my protected health information to carry out treatment.
payment activities and health care operations.

Signature: Date:

If thiz Consent is signed by a personal representative on behall of the patient, complete the following:

Perzonal Representative’s Mame:

Relationship to Patienl:

WU&EEEHﬁTLEDTﬂAWF?DFmLECﬂHSEITAFTEHWUS‘IGH IT.
Include completed Consent in the patient's chari.




REVOCATION OF CONSENT

| revoke my Consent tor your use and disclosure of my protected health infarmation for treatment, paymant
activities, and healthcare operations. 3 :
r

| understand that revocation of my Consent will not affect any action you took in reliance on my Cansent before you
received this written Motice of Revocation. | also understand that you may decling to treat or to continue to treat me
after | have revoked my Consent.

-Hignature; Drate:

& 2000 Amarican Dental Assoclation

All Rights Regarveel

Raproducton mnd usa of this form by dentists and their shalf is permilied. Ay alher use, duplication or disiribulion of this form by any ofther party requires the prioe
eritien sppitnal of the Smoncan Denfal Associabon

This Feern is educational onky, does not constituie lsgal advic, and covers only lederal, pot state, law (Augiest 14, T002).



