) DENTAL
YORK
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT/{PARENT/GUARDIAN IF MINOR) GIVING CONSENT
MName:
Addrass:
Palient Name: Date of Birth:
Gender: Male Female

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

Purpose of Consent: By signing this form, you will consent io our use and disclosure of your protecled hoalll
information o canny cut treatment, payment activitles, and healthcars oparations.

Notice of Privagy Practices: You have the right lo read our Notice of Privacy Praciies balore you declde whelher Lo
sign this Consant. Our Motlca provides a desciplion of cur Irealment, payimend aclivilies, and healihcare oparalions, of the
uses and dsclosunes wa may make of your protected health information, and of ether important malters about your prolected
heallh infoemation. A copy of our Melice accompanies This Consanl. Wie encowage you to read |t carofully and compliely
baforo sigaing this Conssnl,
We raserva the righl 1o change our privacy practices as described in our Nofice of Privacy Practices. Il we change
our privacy praclices, we will issue a revised Notice of Privacy Practices, which will confain the changes. Those
changes may apply to any of your prolecled haalth infermation that we maintain,
You may oblain a copy of our Nolice of Privacy Praclices, induding any rovisions of our Notice, al any ime by
conlacling:

Contacl Person:  Dr. Deepa Bhatt

Ermail: deepa@dentalyork.com
Addness: 955 South George St., York, Pennsylvania, 17403
Telaphone: (717) 854-1803
Fa: N/A
Alght to Revoke: You will have the right to revoke Ihis Consent al any lime by giving us withen notice of your

revocalion submitled to the Contact Person listed above, Please understand that revocation of this Consent will
not affect any aclicn we took in reflance on this Consent belore we recelved your revocation, and thatl we may
decling to reat you o to conlinue treating you if you revoke this Consent,

SIGNATURE

l . , have had ful opporunity lo read and
consider the contents of this Congent form and your Notice of Privacy Practices. | understand that, by signing this
Consant form, | am giving my consant to your use and disclosure of my prolacted health information fo canry o
ireatment, payment aclivilies and haallh care operations,

Signature:; Dale:

If this Consent is signed by a personal representative on behalf of the patient, complete the lollpwing:
Parsonal Represenialive’s Name;
Relationship to Patient:

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



