PATRICK M CARROLL DMD

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CQHEEHI

Nami

AQOIress

"eiconone E-ma
Patign Social Security #

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

Purpose of Consent: By sigring this lorm, you will CONSENL [0 Qur USE 3NA QiSCIOSUIC Of yOur DIOLECIOS ~ol i
MALON 1O CArfy Oul (reatment, payment aCimiligs, and Neslitncare operauons

Notice of Privacy Practices: You have the right 1o read our Notice of Privacy Pracuces pefore you cec.oe »metm
1o sign tris Consent. Our Notice provides a gescription of our (reatment. payment aclivilies. ang NEANNCaTe oo
auons, of the uses and AISCIoSUres wi May make of your protecled neaith infgrmation. angd of gther «mponan; ™2
ters aboul your protecied healtn information. A copy of our Notice accompanies ts Consent We encourage »2. 2
reaa il carefully ana completely before signing this Consent.

We reserve Lne nght 1o Change our Privacy praclices as described in our Nouce of Privacy Pracuices I' »0 1n2= 1
il

ouf Dhivacy pracuices. we will 1ssue a revised Notice of Privacy Pracuices. which will contan tne cnanges " ~I4d
cnanges may apply 1o any ol your protected health information that we maintain

fOu M3y 00L3IN a copy of our Notice of Privacy Pracuices. including any rewi$ions of our NOUCe. at any Lime Dy I271800 7]
Contac Person MrS. Rhonda Nall

lereonane 202-423-7868 il
E mau
acoress 1 213 New Lagrange Rd. Louisville, Ky. 40222

Right 10 Revoke: You will nave tne figni 1o revoke this Consent al any Lime Dy Qiving us wiilgn Nt Ze I .0
revoc aLon submined to the Contact Person isteo above Piease ungerstang that revocanon of tmis Consest »
aMect any ACLON we LOOk 1N rehiance on s Consent DEIOIC we reCeived your revoCalion ang tNAl w Mdy Jvl
(reat you ofF 10 continue U cating you if you revoke ths Consent.

SIGNATURE

! nave Nao full OPPOMUNILY 1O FEAC aN0 Ca7y-Ju" °

contents of tmis Consent lorm ang your Nouice of Privacy Pracuces | ungerstano that Dy $igning 1rg T2 s -
form | am Qwing My CONSENt 10 your use angd Qisclosure of my protected REaNn NISAIMALIoN 10 C3FFy Jul et ™"
gayment aclivilies and health care operations. '

Signatwre Date

i trus Consent 15 signed Dy a personal representative on benall of the patient. complete tne 1010w NG

~ersond Representative 3 Name

Septonsmip Lo Panent

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGNIT
Include completed Consent in the patient’'s charL




