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PERIODONTAL SPECIALISTS - Grand Blanc, Clarkston, Saginaw

CONSENT FOR USE AND DISCLOSURE OF HEALTH
INFORMATION AND ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

SECTION A: PATIENT GIVING COMSENT

Name:
Address: ____ i
Telephone: i E-mail:

Patient Number: Sacial Security Number:

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

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health
information to carry cut treatment, payment activities, and healthcare operations.

Notice of Privacy Practicas: You have the right to read our Notice of Privacy Practices before you decide whether to sign
this Congent. Our Notice provides a description of our freatment, payment activities, and healthcare operations, of the uses
and disclosures we rmay make of your protected health information, and of other important matters about your protected
health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely
before signing this Consent.

We reserve the right ¢ change our privacy practices as described in our Notice of Piivacy Praclices. If we change our
privacy practices, we wiil issue a revised MNotice of Privacy Practices, which will contain the changes. Those changes may
apply to any of your protected health information that we maintain.

You may obtain a copy of our Natice of Privacy Fractices, including any revisions of our Notice, at any time by contacting:
Terri Spohn, RDH, BS - Clinical Coordinator, or Pat Carpenter — Business Office Ceordinator at our Grand Blanc Office,

810-685-6444 or Fax 810-6595-4414. You can also email our office at periopartners@consultant.com.

Right éc Revoke: You will have the right to revoke this Consant at any time by giving us written notice of your revocation
submitted to the Contact Person listed above. Please undersiand that revocation of tnis 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 ic
continue treating you if you revoke this Consent.

- SECTION C: YOUR SIGNATURE

| have had full opporiunity to read and consider the contenis ¢f this Consent form and your 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 aclivities and heath care operations. | further state that |
have received a copy of this office's Notice of Privacy Practices. YOU ARz ENTITLED TC A COPY OF THIS

CONSENT AFTER YOU SIGN IT. Upon completion this form will be placed in your permanent record.

Signature: _ Date: .

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

Personal Representative’'s Nams: ) _ -

Relationship to Patient:

Office Use Only: We aftempted tc obtain consent for use and disclosure of health information/acknowledgement
of receipt of Motice of Privacy Practices but could not because: [ individual refused to sign U communications
barriers prohibited obtaining the acknowledgement [ an emergency situation prevented us from obtaining
acknowledgement or ] cther:

 {please specify and initial)




