Fax 215-643-9702
SALLY A. GUPTON, D.D.S. e - A e
ORTHODONT!CS AND DENTOFACIAL ORTHOPED!CS FOR CHILDREN AND ADULTS . Rt T
CONSENT FOR DISCLOSURE =
‘OF HEALTH INFORMATION . - .

Section A: Puﬂent“Givlhg‘Cf:‘oh.sem“ '

Name;
Address:
Telephone: . . o o ... Email:

Pafient Chart Number: _.__ . Social Security Number:

i

Secﬂon B: To the Pulient - Pleme read 1he followlng stuternents curefully

Purpose of Consent: By sngnlng this form, you will consent to our use and dlsclosure of your proiecfed healfh information 10
carry out treatment, poyment activities, and healthcore cperuhons :

Notice of Privacy Practices: You have the right to read our No'nce of Privacy Practices before you decide whether to sign .
this Consent. Our Notice provides a description of our freatment, payment activities, and healthcare operations, of the
uses and disclosures we may make of your protected health information. A copy of our, Nohce Gccompcnres this Conseni.
We encourage you fo read it carefully and completely before 5|gn|ng ihis Consenf

We reserve the right to change our privacy practrces as descnbed in our Nofice of Privacy Practices. If we change our
privacy practices, a revised Notice of Privacy Practices will be Gvaliobie upon reques’r Those chonges may apply fo any of

your protected health information that we maintain,

You may obtidin a copy of our Noifice of Privacy Prcxcilces including any revisions of our Notice, at any fime by contacting:
HIPAA Information Department -
Sally A. Gupton, DDS -
467 Pennsylvania Avenve, Suite 201
Fort Washington, PA 19034
Telephone: 215-643-9640 Fax: 215-643-9702

Right fo Revoke: You will have the right to revoke this Consent al any fime by grvmg us written notice of your revocation
submitted to  Sally A. Gupton, DDS, Please understand that revocation of this Consent will hot dffect any acticn we
took in reliance on this Consent before we received your revoccmon and that we may decline to freat you if you revoke .
this Consent. | understand that revocation of this Consent cannot be used 6 delay or refuse paymenf for any services

rendered by us previousty.

SIGNATURE
l, . have had full opportunity 1o read and consider the conlenls of Ihis Consenl Tonm

and your Nofice of Privacy Practices. I understand that, by sighing this Consent form, | am giving my consent to your use
and disclosure of my protected hedlth information to carry out freu‘rmenl payment activities and healthcare operations,

Date: _.

Signature:

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

Personal Representalive's Name:

Relationship to Patient: ‘ . : ;
You are enfifled to a copy of this Consent after you sign It.
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Address:
Telephone: . i —— o . Emaili_,_

Patient Chart Number: __. el Social security Number: .
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Section B: To the Pulieni Pieuse recd the followlng stutemenis curelully

Purpose of Consent: By signing this form, you will consent to our use and dlsclosure of your protecfed heolfh information. 10
cary out treatment, pcymeni activities, and hectlthccxre operuhons

Notlce of Privacy Practices: You have the right to read | our Noflce of Prwucy Practices. before you decide whaiher to sign .
this Consent. Our Notice provides a description of our freofmeni payment activities, and healthcare operations, of the
uses and disclosures we may make of your protected health information. A copy of our, Notice Gccompcntes this Conseni.
We encourage you to read it carefully and completely before s;gnlng 1hls Consenf ;

Wa reserve the right to change our privacy prcrctrces as descnbed in our Notice of Privacy Practices. If we change our
privacy practices, a revised Nolice of Privacy Practices will be avaliabie upon requesT Those changes may apply fo any of

your protected health information that we maintain.

You may obtdin a copy of our Notice of Privacy Prqcilces, including any revisions of our Notice, at any time by contacting:
HIPAA Informafion Department
Sally A. Gupton, DDS -
4467 Pennsylvania Averive, Sulte 201
Fort Washington, PA 19034
Telephone: 215-643-9640 Fax: 215-643- 9702

Right fo Revoke: You will have the right to revoke this Consent at any time by giving us written nofice of your revocation
submitted o Sally A. Gupton, DDS, Please understand that revocation of this Consent will hot affect any action we
took in reliance on this Consent before we received your revocation, and that we may decline fo ireat you if you revoke
this Consent. | understand that revocation of this Consent cannot be used i6 delay or refuse payment for any services

rendered by us previously.

SIGNATURE
l, , have had full opportunity o read and consider-the conlenis of 1his Consanlt lonn

and your Nofice of Privacy Practices. I understand that, by sighing this Consent form, | am giving my consent fo your use
and disclosure of my protecied health information to carry out 1reatmen;l p(:lymerﬂL activities dnd healthcare operations,

Date: _

Signature:

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

Personal Representative's Name:

Relationship to Patient: . : : s,
You are enfifled to a copy of this Cohsent after you sign It.




