LIONELL N. GREENBERG, DDS AND TTHOMAS N. SIMS, DDS
A PROFESSIONAL CORPOIRATIOUN
2001 Wilshire Blvd., #405 Sama Monica. CA 90403 310-829-4496  310-829-2041 Fax

CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name. —

Address:

Telephone: E-mail:

Palient Number ___ Social Security Number:

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

Purpose of Consent: By signing lhis form, you will consent lo our use and disclosure of your protected health information to c,érry out
treaiment, payment activilies, and healthcare operations.

Notie of Privacy Practices: You haveihe rightto readour Notice of Privacy Pracices before you decide whether to signthis Consent. Our Notice
provdes a descnplion of our treament, payment activities, and healhcare operdions, of the uses and disclhsures we may make of your protected
health information, and of other important matters about your protected healh informalion. A copy of cur Notice accompanies this Consent. We
encowage you to readit carefiily and completely before signing this Consent.

We reserve the rightto change our privacy pracices as described in our Nolice of Privacy Pracices. If we change our privacy pracices, we will
issuea revised Nohige of Privacy Praciices, whichwill contain the changes.  Those changzs may apply to any of your protected healh information
thatwe mainkin.

You may abtain a copy of our Notce of Privacy Practices, inciuding any revisions of our Notice, at any time by contacting:

Contact Person:  Ilene Greenberg - Administrator

Telephone: 310-829-4496 Fax 310-829-2041
E-mail:

Address: 2901 Wilshire Blvd., #405  Santa Monica, CA %0403

Right to Revoke: You will have the right to revoke this Consent at any tme by giving us written notice of your revocation submifted (0 the
Contact Person lisled above. Please understand that revocalion 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 1o ireal you or to continue treating you if you revoke lhis Consent,

SIGNATURE

L o o N _ bave had full opportunity to read and consider the contents of this Consent form and
your Mulice of Povacy Practices. | understand that, by signing this Censent form, T am giving my consent to your use and disclosure of my
prolected health information to carry out freatiment, payment activiies and heath care operations

Signature Date:

it this Consent is signed by a personal representative an behalf of the patient. complete lhe following:

Persanal Represeniative's Mame;

Raldlics 1 b Paty,
eial SO W0 Fatient

IO A COPY OF THIS CONSENT AFTER YOU SIGHN IT

comple

YOU ARE EMTITLED

Inelude

ted Consentin the patient’s chart



REVOCATION OF CONSENT

| revoke my Consent for your use and disclosure of my protected heaith nformahon for ireatment, payment aclivities, and healthcare operations.

| understand thal revocation of my Consent will ot affect any actron you todk n refiance on my Consenl before you recewved this written Netice
of Revocation. ! also understand that you may decline to treat or to continue o ireat me afler have revoked my Consent,

Signature. Date
& o002 Amencan Dental Associaion
All Rigitts Resarved
Reproduction and use of this form by dentsts and ther staff s penvilted, Any other use, guphcation oo distibuiion of inis farn by any other party

requires the prior wiiiten approval of the American Denlal Association.
Tins Form is educatronal anly, does not censtiote logal advice, and covers only fedsiat, nof stale, law (August 1, 2002).



