PEDIATRIC DENTAL CARE
497 N MAIN STREET SPANISH FORK, UT 84660 801-798-2100

“CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMANTION

SECTION A: PATIENT GIVING CONSENT

Name:

~ Address:

TM@& i | Email:__
Patient #: Social Secarity #

————— e T P A N 2 m———— e R T e e e
SECTION B: TO THE PATIENT-PLEASE READ THE FOLLOWING CAREPULLY:

Purpose of Consent: By signing this form, you will consent to our use and d:sclommofywrpmuaedhnm
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Nobecofhivaqhacow° Ywha%menghttowommofhvmyhmbcfonyoudmmw
sigthis Conset. Our Notice provides a description of our treatiment, pdymont actjvities, and beahhamre operations, of
the uses and-disclosures we may, make of your protctrd health information, and of other impartant matters about your
protected besitirinformmation. A copy of oar Notice accontpanies this Constnt. We acocowsage you to read it carefully

ant completety before signing this Coasent.

We reserve the right to change our peivacy practices as described in omNoneeofPﬁvncnym Ifwzdmgour
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may apply to sy of your protected beslth infxmatian that we maintsin. '

Right to Ravole: wammm:@nbmmm%nmnnydmebyg.wﬁgusmmnmoﬁvu
revocation submitted to Pediatric Dental Care.  Please understand that revocation of this Conaext will not affecs any
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_ Signature: :

I, , have had ful] opporamity 10 read and consider the contents of this Consent
form and yoar Notice of Privacy Practices, [ understand that, by signing this Conse:nt farm, I am giving my consent to
mmﬁ@mmmmmmmmmmmwm

Paticat name: Relationship to Patient: ;
REVOCATION OF CONSENT
h:vdruq::.rnhmmanddmlowmofmy protected heatth information &rmmmmtma

IWvaocmonofmyCommm!lnotmmuﬁmm xookmmlmmemmqu
recedved-this-writtea Notice af Revocarimer Iaboundm:dnm-ywmaydedmcwnuornmnmiowumc
after I have revoked mry Consent.

Sig—ture: _ | Dase:




