
iBrush Family Denta! Gare

SЁ cTIoN AIPATIENT CiVlNCI(30NSЁ NT
Patient Named:

Address:

Telephone: E― mall:

Patient Number: Social Security Number:

SECTION 31TO11lHE Pざ rIENT‐ ,PLltASE RttAD THE FOЫ JOWING‐‐S′rATEMI]NTS CAMFuttY`

Noric€ of Privaoy Pr.oticos: You havs the right to read our Nolic€ of Privacy Praclicos b3roE you decide whothor to sign this Cons€nt. Ou. Notice provids5 a dcsdiPlon of our

pror€ctad hoalth infomation. A copy ol ou Notico .ccompani€s lhis Cons€nt. W€ enoourago you to rsad it caretully and comPlslely b6iorc signing this Cons€nl

which will conlain lho crianges Thos€ danges mry apply to any ol your Protocl€d hoalth informalion lhat we msintain.

You may oblain s copy of our Notics of Privacy Precli6s, including any rcvision8 of our Noti@, al any tim€ bv contacting:

Contact Officer:
Telephone:

Address:

, Compliance Officer

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Contact Person listed above. Please

understand that revocation of this Consentwill nof affect any action we took in reliance on this Consent before we received your revocation.

SЁ CTION CI‐ SICNATURE

have had full opportunity to read and consider the contents of this Consent form and

your Notico ot Privacy Pr.61ic6.. I undorstand thar, by signing lhis Consonl fom, I am giving my cor€nt to your uss and disclosur€ ol my protocted hoallh idfmalion to crrr out

trealment, paymenl acliviu€3, and h€ath c€rB oP€ratioru.

Dat6:Signaiur€.

lf this Consenl ls slgned by a person at representative (parent/guardian) on behalf of the patient, complete the following.

Personal Representative's Name:

Relationship to Patient:

SI]C■
｀
ION DI「 OR OIfl↑ ICE USE ONl″ Y

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

O lndividual refused to sign

O Communication barriers prohibited obtaining the acknowledgement

B An emergency situation prevented us from obtaining acknowledgement

O Other (Please sPecifY)

Siqnature.
Date:



CHART― L6瀾 沖→   PRIVACY PRACTICES RECEIPT/CONSENT FORM

sECT10NEIREvOCATIONOFICONSENT

I revoke my Consent for your use and disclosure of my protected health information fortreatment, payment activities, and healthcare operations.

I understand that revocation of my Consent willrotatfect any action you took in reliance on my Consent before you received this written Notico ol Revocation.

I also undorsland that you may decline to treal or to crntinue to treat me after I have revoked my Consent

lf this Revocation of Consent is srglned by a personal representative (parent/guardian) on behalf of the patient, complete the following:

Personal Representative's Name:

Relationship to Patient:

SECTIONFiRESTRICTIONOFPROTECTED団 レ止Ⅲ  INFORNIAT10N側

I request iBrush Family Dental Care centers restrict the disclosure of my PHI to those specified below:

Name:

Name.

′frヵぉRestric″ Oη or P″′たsOred by a

Date:

personal representative (parent/guardian) on behalf of the patient, complete the following.

Personal Representative's Name:


