Consent for Use and Disclosure of Health Information

ART DENTISTRY CENTER
Section A: Patient giving consent
Siret Mo Last Namg:
Address: City: State: Zip:
Teleghons: E-mail: -
Patient Number: Social Security Number: -

Saction B: To the Patient-PLEASE READ THE FOLLOWING STATEMENTS CAREFLILLY.

Purpose of Cansent; Sy signing this form, you will consent 1o our wse and disclosure of your pratected health information to carry out
treatment, payment activities, and hezlthcare operations.

Motice of Privacy Practices: You have the right to read cur Notice of Privaty Practices before you decide whether to sign this consent. Qur natice
provides a description of gur treatment, paymnent activities, and healthzare eperations, of the uses and disclosures we may make of your
pratected health information, and of other impertant matters about your protected health information. & copy of our Notice ateomaanies this
Consant. We encourage yeu to read it carefully and completely before signing this Conzent.

We resarve the right to charge cut privacy practices es described in out Notice of Privecy Practices. If we thangs our privacy practices, we will
issue & revised Natice of Privacy Practices, which will contzin the charges. Thase changes may apoly to any of your protected health information
that we maintain.

Y¥ou may obtzin 3 copy of out Notice of Privacy Practicas, including any revisions of our Motice, at any time by contacting:

Ceatact Persons: Or. Channao, Dr. Mati, Dr. AMammao

Office Telephone; {748)-589-9480, Or. Channa’s Cell: (248)-835-5833 Dr. Mati's Cell: (SBE)-925-3110, Offlce Fax: [248]-589-0487

E-rnail: artdentistrycenter8yahoo.com

Rignt to Aevoke: You will have the right to revoke this Consent at any time by giving us 2 written natice of your revecation submitted to ore of
the Contact Persans Ested abave. Please understand that revocation of this Consent will MOT affect any action we Loak i reliznce on this
Conzent before we received your revocation, and that we may decline to treal yvou of I continue treating you if you revoke this Consent,

|, [PEIMT NAKE] , have had full opportunity to read and consider the contents of this Consent
farm and your Natice of Privacy Fractices. | understand that, by signing this Consent form, | am giving my consent 1o your use and disclosure of
my protected health information to carry cut treatment, payment activities and health care cperations

Signature: Date:

If this Consent is signed by a persanal reprasentative on behalf of the patient, complete the following:

Persanal Representative’s Name:

Relationship to Patient;

Wiy e eatled 10 4 O0FY of 1his Consent 34er vaw ba siined it

Please incude pesglered Consent in she pateat's thast



