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Heritage Dental PLC 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 

SECTION A: PATI ENT G IVI NG CONSENT: 

Name ·. _____ _ ---------------- --- - -----

Address : ____ ------- - - - --- -------- - --- ---

Email: 
Telephone: ____------~------

Socia l Security Number: _ ________________ _ 


SECTION B TO THE PATIENT: 

Plea se read the following statements carefully 

. . f t ted health information to carry out treatment, 
Purpose of Consent: By signin g this form, you will consent to our use and dlsclo~ure 0 your pro ec 

payment activities and hea lthcare operations. 

. . . f dd d whether to sign this consent Our Notice 
Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices be ore you eCI e d 

. . . h ;:wd disclosures we may make on your protecte 
Provides a description of our treatment, payf"'Y1ent act ivities and healthC3fe oper2lbo n S of t e uses . . 

. . f . A f ur Notice accompanies thiS Consent 

health Information and of other Important matters about your protected health In ormation copy 0 0 


. .. f · P . If e change our Privacy practice~, we will 
We re serve the right to change ou r p(Jvacy practices as described In our Notice 0 Pnvacy ractlces. w 

Issue a revised Notice of Privacy Practices, which will contain the changes . Those changes may apply to any of your protected health information 

that we maintain. 

You may obtain a c ~py of ou r Notice of privacy Practices, including any revisions o f our Notice at any tim~ by contacting during normal business 
hours. . . . . -. . . . .. 

Richard Inez 


Heritage Dental PL( : 


870 N. Crooks Rd. 


Clawson, MI 48017. 
Bus: 248-435-0110 

Right to Revoke: You wil l have the right to revoke thi s Consent at any ti me by giving us written notice of your re vocation submit ted to the Contact 
Perso n listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we 

recei ve your revocation, and that we may dec line to treat you or to co ntinue treating you If you revoke this consent. 

Acknowledgement 

I, (please print) have had full opportunity to read and consider the contents of this consent form and your Notice 

of Privacy Practices . I understand that by sign ing this Consent form, I am giving my co nsent to your use and disclosure of my protected hea lth 

in formation to ca rry out treatment, to payment activ ities and health care operation.;; .. 

Signatu re _____ ________________ Date _______________ 

If thiSConsent is signed by a representative on behalf of the patient, complete th e following: 

Personal Representat ive's Name: 


Re lationShi p to Patient: 


YOU ARE ENTiTlED TO A COpy OF THIS CONSENT AFTER YOU SIGN IT. 


