Stratford Dental

Consent for Use and Disclosure of Health Information

Paticnt Information

Meme:

Address:

Telephone:

Purpose of Censent: By signing this farm. you will consent to our use and disclosure ol vour
protected health information ta carry out reatment, payment activities and healthcare DPCrUiIens,

Right to Revoke: You will have the right to reveks this Consent al any time by giving us wrillen
natice of vour revocation submitted to the Office Privacy Contact Person. Please understand that
revocation af ihis Consent will not affect any action we took in reliance on this Consent betore
wie received your revocation, and that we may decllne 1o treat you or o continue treating you if
vou revoke this Consent.

Signatre: . MNate:

If this consem is signed by a persanal representative on behalf of the patient, compless the
fallowing:

Persunal Representative’s Natne:

Helationship to Patient:

You are eotitled to a copy of this Consent after you sign lor it

Acknowledpement of Receipt of Notice of Privacy Practices
=¥ ou may refuse to sign this acknowiedgement*

b o . have received a copy of thes oftice’s Natice of
Privacy Practices.

For Ollice Use Only

We aliempled to obtain writiee acknowledgement of receipt of our Notice of Privacy
Pructices, but acknwrwledgeiment could not be obtained hecause:

oo Individual Refused to Sign

o Communication bamrices prohibited abtaining the ackneswledgement

o An emergency situation prevented s from oblaining acknowledgemene

o Hher (Please specify)




