
IDft DDS J)BIftAL
CONSBN'l' I'OR USB AND DISCLOSURE

OF HEALm ~:rON

SECTION A: PATIENT GIVING CONSENT
Name: ~ _

Address: _

Te1ephon' _ E-aaLl~ _

Patient's Number: Social Security Nuaber: _

SB~ION B: TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENT CAREFULLY

PuJ:poIl&of eoa-t: By signing thi.sfODa, you wil.l consent to our use and discl05ure at
your protected health information to carry out treat.ent, payaent activities. and
bealthcare operations.
NOtice of P.I::i'V'aC!lMt: You have the riqht to read ow:: Notice of Privacy Practices before you
decide whether to si.gnthis COnsent. OUr IIotice pxovJ.des a description of ow: treablent.
payment activities. and hea1thcare opeJ:atioos. of the uses and disclosures we mate of your
protected health iu.£oxmatiOll,and of ot:ber ~ant matter about your protected beal.th
information. A copy of our NOtice acca.paaies this Consent. we encourage you to read it
carefully and ~letely before signing this CoDsent.
We reserve the right to cbaDge our privacy pr~ces as described LD our Notice of Privacy
Practices. If we change ow: l'rivacypractices, _ will i:ssuea revised Notice of Privacy
practices, ,wbi.chwil.lcontain the cbanges. Those ehan~s may apply to any of your
protected health information that we .atDtain.

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

Contact Person: Tina. office manaqer
Telephone: (239) 561-8325 Fax: (239) 561-8327

Address: 14150 Metropolis Ave., Suite 1, Fort Myers. FL 33912

SIGNATURE
1, , have had ful.l.opport.unity to read
and consider the contants of this Consent fora and your Notice of Privacy Practices. I
understalld that, by aigning this Co_ent fODla, I am g:i.vi.ng ray·consent to your use and
disclosure of my protected health infoDDation to carry out treatment, payment activities
and health care operations.

Signature: Date:
If this Consent is signed by a personal representative on behalf of the patient, complete
the following:

Personal Representative's NaMe:

Relationship to Patient:


