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Consent for Use and
Disclosure of Health

Information
USE OF THIS FORM IS OPTIONAL

Purpose:  In  cases  where  t l i l vo t rhod" " t i . t /D t ' ch  has  d i rec ted  no t  to  re ly  on

Acknowledgements as a basis to use or disclose heal th informat ion,  th is form is used to obtain a

pat ient 's consent to our use and disclosure of  the pat ient 's protected heal th informat ion to carry

out t realment,  payrnent act iv i [ ies,  and heal thcare operat ions,  as descr ibed more ful ly in our Not ice

of Privacy Practices
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CONSENT FOR USE AND DISCLOSURE
OF HEATTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

N a m e ,

Address

Telephone

Pat ient  #, Socia l  Secur i ty  #

SECTION B: TO THE PATIENT _ PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you wil l  consent to our use and disclosure of your protected health infor-
mation to carry out treatment, payment act ivi t ies, and healthcare operations

Notice of Privacy Practices: You have the r ight to read our Notice of Privacy Practices before you decide whether
to  s ign th is  Consent .  Our  Not ice prov ides a descr ip t ion o f  our  t reatment ,  payment  act iv i t ies ,  and heal thcare oper-
at ions, of the uses and disclosures we may make of your protected health information, and of other important mat-
ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to
read i t  careful ly and completely before signing this Consent.

We reserve the r ight  to  change our  pr ivacy pract ices as descr ibed in  our  Not ice o f  Pr ivacy Pract ices.  l f  we change
our  pr ivacy pract ices,  we wi l l  i ssue a rev ised Not ice o f  Pr ivacy Pract ices,  which wi l l  conta in  the changes.  Those
changes may apply to any of your protected health inFormation that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

conracr person Shelley A. West

Telephone 561-744-5456 Fax 561-7 44-9803

E_mair shelley.west@westfamilyorthocom

Address 1851 W. Indiantown Road, Ste. #201 , Jupiter, Florida 33458

Right  to  Revoke:  You wi l l  have the r ight  to  revoke th is  Consent  a t  any t ime by g iv ing us wr i t ten not ice o f  your

revocation submitted to the Contact Person l isted above. Please understand that revocation of this Consent wi l l  not

affect any action we took in rel iance on this Consent before we received your revocation, and that we may decl ine to
treat you or to continue treating you i f  you revoke this Consent.

E - m a i l ,

SIGNATURE

I have had fu l l  oppor tun i ty  to  read and cons ider  the

contents  o f  th is  Consent  form and your  Not ice o f  Pr ivacy Pract ices.  I  unders tand that ,  by  s ign ing th is  Consent
form, I  am giving my consent to your use and disclosure of my protected health information to carry out treatment,
payment act ivi t ies and health care operations.

Signature

l f  this Consent is signed by a personal representative on behalf of the patient, complete the fol lowing:

Persona I  Reoresentat ive 's Name

Relat ionship to Pat ient

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.

lnclude completed Consent in the patient's chart.



REVOCATION OF CONSENT

I  revoke my Consent  for  your  use and d isc losure o f  my protected heal th  in format ion for  t reatment ,  payment
activi t ies, and healthcare operations

I understand that revocation of my Consent wi l l  not affect any action you took in rel iance on my Consent before you
received this writ ten Notice of Revocation I also understand that you may decl ine to treat or to continue to treat me
after I have revoked mV Consent.

Signature Date

(c) 2002 American Dcntal Association

All Rights Rcscrvcd

Reproduction and use of this form by dentists ancl thcir staff is pcrmitted. Any other use, dupljcation or distribution of thrs form tly any other party rcquires the prror

writton approval of the Amcrican Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, ?002).


