ANGELES DENTAL

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: FATIENT GIVING COMNSENT

Name:

Atdress:
Telephoe:
Saocial Security Number:

SECTION B: TO THE FATIENT-FLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purposc of Consent: By signing (has form, you will coasent to our usc aod disclosure of your protected heslth information (o cany
cul freatment, pevment ectivilies, 2nd healihcare operations.

MNotice of Frivacy Pracfices: You bave the right to read owr Notice: of Privacy Practices before you decade whether to sign this
Comscat, Our Notice provides 8 description of cur treatment, payment activities, and healtheare operations, of the uses and disclosures
we may make of your protecied bealth information, =nd of ofher important matters about your protecied heatth information. A copy of
oiar Motice accompanics this Consent. ' We encourage you 1o read i carcfilly and complcicly befone signing this Consent.

We neserve the right to chanpe our privacy praclices as described in our Notice of Privacy Practices. [Twe change our privacy
practices, we will issuc 2 revised Notice of Private Practices, which will contain the changes.  Those changes may apply to any of your
protecicd heatth information that we maintain.
You may obtain a copy of our Notice of Privacy Practices, incInding arry revisions of oor Notice, &t sny fime by conlacting:

Contact Person: Dy, Trmino G Angeles

Telephone Mumber: 661-266-T7TT8 Fax Mumber; 661-266-T773

Address; 39575 Trade Center Defve, Sufte I, Palmdsle, Ca, 93551

Right to Revolie Yoo will have the right to revole this Consent at any Eme by giving v written notice of your revocation submiticd
to the Contzct Person listed above. Plense understand that revocation of this Consend will pov affect anw action we took in reliznes on
thiz Consent before we received your revocation, and that we may decline 1o trest you or to continne reating you if you revoke this
Comsend.

INITIALS

I, {PRINT HAME) , have had full opportumity to read and consider the contents of this Consent
form and your Notice of Privacy Practices. IWMhﬂmmdﬂmﬂMIHnmmgmymuuh}mmm
disclosure of my protected health information to carry out treatment, payment activilics and health care operations,

Sipnatome Date:
I this Consent is signed by a personal representative oa belmlf of the patient, complete the following:

Personal Representative's Name:

Relationship to Patient:




