ALAFAYA FAMILY DENTISTRY

CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING COMNSENT

Hama:

Address:

Tedephone: E smail:

Patignl Mumber: Social Security Nurnber:

SECTION B: TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY,

Purposs of Consent: By signing this form, you will consent to our use and dscdoswra of your protected haalth informabon ko cary oul
treatment, payment activiies, snd heslihcars operations.

Motice of Privacy Practices: ou have the righl io read our Molics of Privacy Fracices bedore you dedde whather 1o sign this Consant
Our Holice provides & desciplion of owr insatment, paymeant aciviies, and healthcare operations., of the uses and disciosunes we may make
of your profecied health information, and of olher importard matiters shoul your prolecied heallh information. A oopy of our Motice
accompanies tis Consant. We encourage you o read || caretully and compsataty bedone signing this Consent.

We resarsm tha righl o change our privacy pracices as described in our Nobce of Privacy Pracices, |f we change our privacy praciices, v
will Issue @ revisnd Mobos of Privacy Practices which will contain the chanpes. Thosa chanpes may apply to any of your prolecisd health
infammaion hal we maintain.

You may obizén 8 copy of our Motice of Privacy Praciices, induding eny revisions of our Molice, at any time by conteciing:

Contact Person:
Talephomne: Fax
E-mai:
Addrass:

Righi to Revoke: You will have the right to revoke ihis Consant al any ima by giving us writlen nolice of your revocation submified o
e Contaci Person lisled above. Pleass understand ihat nevocabion of inis Consent will nof affect any action we look In rellsnce on this
Consani bafore we recebved your revocaion, and thal we may dedine o treal you o 1o condinue fresting you # you mvoke this

Consenl.

SIGHATURE

i, tavn had full opportunity ko read and consider the contants of this Consan
form and your Motice ol Prvacy Practices, Jumwmthru}mmmmfﬂmlranwLbrmrmmﬂ
discioaure ol my prolecied healm information o camy oul reatmant, paymeni aciivites and heath care operaions

Signature: Data:

if thés Consant i signed by a personal mpresentative on bahadl of the patient, complats the follcwing:

Personal Representalive's MName:

Relatonship 1o Patient



