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Consent for Use and Disclosure of
Health Information

Purpose: In cases where Dr. Mark Szierer has directed not to refy on Acknowledgements as a
basis to use or disclose health information, this form is used to obtain a patient's consent to our
use and disclosure of the patient’s protected health information to carry out treatment, payment
activities, and healthcare operations, as described more fully in cur Notice of Privacy Practices.
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CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

"SECTION A: PATIENT GIVING CONSENT

Name.

Py

Telephone: E-mail _

Patignt Number Socisl Security Number:

SECTION 8: TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY,

Purpose of Consent: 8y signing this form, you will consent 1o our use and disclosure of your protectad heaith information to carmy out
treatment. payment activibes, and healthcare cperations.

Notice of Privacy Practices. You have the right to read our Notice of Privacy Practicas bafor you decide whethas to sign this Consent.
Our Notics provides & dascription of qur treatment, payment activities, and healthcare operations, of the uses and disciosuwres we may make
of your protected neath information, and of other Important maters sbout your protecind health information. A copy of our Natice
acoompsnies this Consent. Ve encouraps you 19 read it carsfully and campletely beface Signing this Consant.

vnmmamengnt!odnmeouwmpmmtummnouNouwomeacmed-ms. IF we changa aur plivacy practicas, we
wil is3ue 3 raviged Notice of Privacy P: . which will contain the changes  Thesa changes may apply to any of your protected health

nformation that v raintain,

You may shtain s copy of our Nefice of Privacy Practicas, Including 20y revisions of our Notics, a¢ any tme by camacting:

Conlact Person. Kathy DiCario
Telephona: (908) 306-4333 Fax {908) 80B-2024
E-rad doctor@sophisticatedsmiles.com
Acdress: 85 Reaville Ave., Flemington, NJ 08822
Right to Revoke: You will have the nght to revoke this Consent at any time by giving us wrilten notice of your ravocation submated o

the Contact Person listad above. Please understand ihat revocation of this Conseat will nor affact any action we fock in reliznce on this
Caonsent befors we recenad your revocslion. and thet wa may deding 10 traat you or to continue tréating yeu if you revoke this Consant.

SIGNATURE

L . have had full cpponunity to read and consider the conteats of this Consant
loem &nd your Notics of anac:f Puwoes | ungarstand that. by signing this Consent form, §am giving my consent to your use and
e of my p d health & ion to carry out treatment, payment &ctvbes and neath care operations.

Signatyre: Date:

It this Consent is signed by a personal reprasentativg on behsif of the patient, complete the follewing:

Parsong! Represeniative’s Name: =

Reistonship to Patiant: e ot s =

YOU ARE ENTITLED 0 A OOF’( OF THIS OONSENT AFTER YOU SIGN IT.
in the p t's chart.




