Lombard Family Dentistry PLLC

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Hama:

Address:

Telephene: E-mall:
Patiant #: Soclal Security 8:

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

Purpose of Consent: By signing this form, you will consont to our use and disclosure of your protectad health infermation to carry ol
treatmen, paymont activitios, ond healthcare operations.

Notice of Privacy Practices: You have the right to read our Kotice of Privacy Fractices before you decide whother 1o aign this
Consent. Our Nelice provides a description of our treatment, payment activitios, and healthcare operations, of the usos and disclosures
wa may make of your protected health information, and of other Important matiers about your protected health information. A copy of our
Motice sccompanies this Consont. Wi encourage you to read it carefully and complately before signing this Congant.

W reserve the right ia change our privacy practices as described In cur Nolice of Privacy Practices. If wo change our privacy practices,
wiz will Issue a revised Motice of Privacy Practices, which will conta'n the changes. Those changes may apply 1o any of your prodeciad
haalth information that vee mainkadn,

You midy oblain a copy of mar Matica of Privacy Pracilcas Inchding any revdisions of our Motice, at any tima by contasting:
Contact Oficer: Abraham A Robles DDS & Michael A Cerone DDS

Telophone: B830-627-0899 = Fax _ G30-627-0835
Ewmall: inquiny @ lombardiamilydentistry.com
Address: __£45 5. Main Street, Suite 303

Lomband, Enois 60148

Right to Revoke: You will have the right lo revoke this Consent at any ime by giving us written nolice of your revotation subimitiod o
the Contact Person Bslod above. Please understand that revocation of this Consent will not affect any action we took in reliance on this
Consent bifons we received yourrevocation, and that we may decline to treal you or to continue treating you if you revoke this Censent.

Signatura
i have had full opportunity o read and conskder the contents of this Con-

sont form and your Notice of Privecy Pracices. | understand that, by signing this Consent form, | am giving my consont to your use and
disciosurs of my protected health information to carry out troatment, payment activities and healthcare operations.

L

Signalure: ' Drate:
If this Consent is signed by a personal representative on behalf of the pationt, complete the following:

Parsonal Reprosonintve’s Mamo:
Rolatanship o FaSent:
YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.




