PLEASE READ, SIGN AND RETURN THIS FORM PRIOR TO BEING TREATED

Doctors Clark & Lester
Family & Cosmetic Dentistry
James M. Clark, DMD
Paige R, Lester, DDS
Lorelle W, Baddley, DDS
100 Heatherbrooke Park Drive
Birmingham, Al 35242

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE AND
CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

Acknowledgement of Receipt: [ have received a copy of this office’s MNotice of Privacy Practices and | have had full
seperiunity to read and consider the contents of this Consent form and your Notice of Privacy Practices. ! understand
tnat, by signing this Consent form, | am giving my consent to your use and disclosure of my protected health information

ta carmy cut treatment, payment activities and health care operations as set out in the Natice.

Purpose of Consent: By signing this form, vou will consent to our use and disclosure of your protected health
infzrmatisn to carry out treatment, payment acifvidies, and healthcare operations as set out in the attached “Natice o
Privacy Practices” and of other important matters abcut your protected health information. A copy of our Notice
accormaznies this Consent. We encolrage you to read it carefully and completely before sigring this consent.

Rizht to Revoke: You will have the right to revoke this Consent at any time by siving us written notice of your
revecetian submitted to the Contact Person listed in cur Notice of Privacy Practices, Please understand that revocation
of this Censznt will not affect any action we took in reliance on this Consent before we received vour revecation, and
that we may decline jto treat you or to continue treating you if you revoke this Cansent.

1, , Date of Birth: , ‘
PRiMT NAME OF PATIENT of Patient

Fave had full cpportunity to read and consicer the contents of this Consent form and your Notice of Privacy Practices. |

urderstand that, by signing this Consent form, | am giving my consent to your use and disclosure of my protected heaith
infermatisn to carry out treatment, payment activities and health care operations as set out in the Natice,

Signature: Date Signed:

If signed by a parent, guardian or personal representative on behalf of the patient, complete the following;

Parect, Guardian cr h

. Personal Resresentative’s Name: 1

PLZASE PRINT MAME
Relztiznshiz to Patient:

We sttempted to cbtain written acknowledgement of receipt of cur Notice of Privacy Practices and Consent for the Use
znc Disclosure of Realth Information, but we could not obtain because:

[ndividual refused to sign
Cemmunications barriers prohibited chbtaining the acknowledsement and consent

An emergency situation prevented us fram obtaining acknowledgement and consent

Other:

initials of Emplayes
THIS FORM XUST REMAN MW OUTEEE POCKET OF PATIENTS CHART




