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SCOTT A w~I,'l'ERS DDS'

CON'SlNT FORLJSE AND,',DIS'CLOSURE
O'F HEA'LTH INFORMATION

SEctION: Al PATIENT GIVING CONSENT

.Neme; ~----------

Addre": ~ _'__---------

Telephone:, E.mell: _

Petlen1#: SoclelSecurity#: --=- _

SEcTtONB: TO THE PATfENT -- PLEASE READ'THE FOLLOWING STATEMENTS CAREF.ULLY

Purpose of Co"""t: By sIgning this form, you will consent to our use and disclosure of your protected health Infor-
mation to carry out treatment, payment activities, and healthcare operations,
Notice of PrivaCyPractl~.: You have the right to read our Notice of PrIvacy Practices before you decide whether
to sign this Consent. Our Notice provides a description of our treatr.nent, payment activities, and healthcare,oper-
atlons, of the u~es 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 It carefully and completely before signing this Consent,
We reserve the right to change our privacy practices as described In our Notice of Privacy Practices, If we change
our privacy practiceS', we will Issue a revised Notice of Privacy Practices, which will contain the changes, Those
ctrenges may apply to any of your protected health Information that we maintain,
Youmayobtain a copy of our Notice of pAvacy Practices, Including any revisions of our Notice, at any time by contacting:

Contect~rson: JANE BUBKE

Telepho'ne: 423 -2 4 7 - 6 5 21 ~ 4'23-Z47-0191

E.mell: -------------------------

Address: --------------------
RIght to Revoke: You will have the right to revoke this Consen! at any time by giving us written notice of your
revocation submitted to the Contact Person listed above, Please ~nderstand that revocation of this Consent wllll3ot--
affect,any action we took In reliance on this Consent before we re'celvedyour revocation, and that we may decfine,to
treat you or to continue tre~tlng you If you rev~ke this Conseht. ' ,

SfGNATURE
, I, . ' ... ' .' , , have had full opportunity to read and consider the
contents oHhl~ Consent f<:>tmand YOu\.)~tlce e;tf Pr~~ Pra,cUces, I understand that, by signing this Consent
form, I am giving my'consent to your.u.~e'and dlsclOSUl'e'QfrnYI5rotectedhealth IDformatlon to carry out treatment,
payment activitieS' and health care operations,

Sionature: ---------o.ate:------------------

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

Per80n~1Representative',Name: .:-. _

ReletlonshlptoPatient: _

YOU AftE ENTlTL.ED TO A COPY OFTHIS CONSENT AFTER YOU SIGN IT.
Includ, completed ConHnt Inth, patl,nt', chart.


