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U SE O F T HIS F O RM IS O P T IO N AL

P urpose: In cases where ________________________________ has d irec ted not to re ly on

Acknowledgements as a basis to use or disclose hea lth information, this form is used to obta in a

patient’s consent to our use and disc losure of the patient’s protected hea lth information to carry

out treatment, payment activities, and healthcare operations, as described more fully in our Notice

of Privacy Practices.
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Consent for Use and
Disclosure of Health

Information



CONSENT FOR USE AND DISCLOSURE 
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name: ______________________________________________________________________________________________

Address: ____________________________________________________________________________________________

Telephone: __________________________________________E-ma il:___________________________________________

Patient # : ___________________________________Socia l Security # :___________________________________________

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

Purpose of Consent: 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 hea lthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether
to sign th is Consent. Our Notice provides a description of our treatment, payment activities, and hea lthcare oper-
a tions, of the uses and disclosures we may make of your protected hea lth information, and of other important mat-
ters about your protected hea lth 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 prac t ices, we w ill issue a revised Not ice of Privacy Prac t ices, wh ich w ill con ta in the changes. Those
changes may apply to any of your protected hea lth information that we ma inta in.

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

Contact Person: _______________________________________________________________________________

Telephone: ______________________________________Fax: __________________________________________

E-ma il: ______________________________________________________________________________________

Address: ____________________________________________________________________________________

R ight to Revoke: You w i l l have the righ t to revoke th is Consen t a t any t ime by g iving us written not ice of your
revocation subm itted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

SIGN AT URE

I, ____________________________________________________, have had fu ll opportun ity to read and consider the
contents of th is Consen t form and your Not ice of Privacy Prac t ices . I understand tha t , by s ign ing th is Consen t
form , I am giving my consent to your use and disclosure of my protected hea lth information to carry out treatment,
payment activities and hea lth care operations.

Signature: __________________________________________Date: _____________________________________________

If this Consent is signed by a persona l representative on beha lf of the patient, complete the following:

Persona l Representative’s Name:__________________________________________________________________________

Relationship to Patient: _________________________________________________________________________________

YO U A RE EN T I TLED T O A C O PY O F T HIS C O N SEN T AF TER YO U SIGN I T.

Include completed Consent in the patient’s chart.



REV O C AT IO N O F C O N SEN T

I revoke my Consen t for your use and d isc losure of my protec ted hea lth in forma t ion for trea tmen t , paymen t
activities, and hea lthcare operations.

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you
received this written Notice of Revocation. I a lso understand that you may decline to treat or to continue to treat me
after I have revoked my Consent.

Signature: ___________________________________________________ Date: ___________________________________

© 2002 American Denta l Association

A ll Rights Reserved

Reproduction and use of this form by dentists and their staff is perm itted. Any other use, duplication or distribution of this form by any other party requires the prior
written approva l of the American Denta l Association.

This Form is educational only, does not constitute legal advice , and covers only federal, not state , law (August 14, 2002).


	field1: 
	field2: {NAME OF DENTIST}
	field3: Latha Subramanian, DDS.
	field4: VASAVI R. CHINNAM, D.D.S., INC.
	field5: Latha Subramanian, DDS
	field6: Vasavi R. Chinnam DDS
	field7: (650) 964-5141
	field8: 831-688-0555
	field9: (650) 964-0142
	field10: 831-475-5740
	field11: info@lathadds.com
	field12: vchinnamdds@gmail.com
	field13: 505 South Drive, Suite 1, Mt. View, CA  94040
	field14: 2840 Park Ave Suite# B, Soquel, CA 95073


