
Lewiston Family Dental 
Jason C. Marshall, D.D.S. P.L.L.C. 

850 Center Street 
Lewiston N.Y. 14092 

(716) 754-4810 Fax (716) 754-9160 

CONSENT FOR USE AND DISCLOSURE OF 
HEALTH INFORMATION 

SECTION A: PATIENT GIVING CONSENT 

( Name: 

\ Address: 

Telephone: Emaii: 

Patient Number: Social Secunly Number 

SECTION 8: TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY. 

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected heanh information to carry out 
treabnent, payment evities, and healthcare operations. 

No(ia, of Privacv Practkas: You have the iwM to read our Notice of Privacv P r a d i  before w u  dedde w m r  to sbn this Consent. 
Our Nmce prov~& a descnpl~on of our treatm~nt, pavmenl advltes and nealihcare owratcons, of the ~ s e s  and d~~&su~&we  may make 
of your protectea heaiih lnlormatmn, and of aher lmponant manes aboul your protected heaiin lnfo~maton A copy of our Notla 
accanpancs ths Consenl We enmurage y w  lo read d carefully and amplelely before sgnlng ths Consent 

We reserve !h rigM to change our privacy pradkas as desoibed in our N o t i  of Privacy Radices. If we change our privacy pradiaa, m, 
will issue a revised Notice of Privacy Pradices, which will contain the changes. Those changes may apply to any of your proteued health 
infmmation that we maintain. 

You may obtain a copy of our Notice of Privacy PactiQs, induding any revisions of our Ndice, at any t n e  by mntading: 

Ja5on C M i ~ 5 h r c L . L ,  b .D.5  
71&\7.W - ?$31f-~ Fax: (71~- 73-Y- q//n& 

Addless: $hi> f2-d 4Uu ,944 a d  
f! A J r I**= 

RigM to Revoke: You will have the right to revoke this Consent at any the by giving us written notice of your revocalhn submilted to 
the Contad Person listed above. Please understand that revocation of this Consent will no1 affect any action we look in reliance on this 
Consent before we received your revocation, aml that we may decline to treat you or to continue treating you if you revoke thk Consent. 

SIGNATURE 

1. , have had full opportunity to mad and consider the contents of this Consent 
form and your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your use and 
disdosure of my protected heaRh information to carry out treatment, payment activities and heath care operations. 

% Signature: Date: 

If this Consent is signed by a personal mpresentat'w on behail of the patent, mmp(e(a the following: 

Personal Representative's Name: 

Relationship to Patient: 

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. 
Include completed Consent in the patient3 chart 



Lewiston Family Dental 
Jason C. Marshall, D.D.S. P.L.L.C. 

850 Center Street 
Lewiston N.Y. 14092 

(716) 754-481 0 Fax (716) 754-9160 

ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

*You May Refuse to  Sign This Acknowledgement" 

I. , have received a copy of this office's Notice of 
Privacy Practices. 

{Please Print Name) 

{Signature) 

{Date) 

For Office Use Only 

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

Individual refused to sign 

Communications barriers prohibited obtaining the acknowledgement 

An emergency situation prevented us from obtaining acknowledgement 

Other (Please Specify) 

0 2002Arnerican Dental Asscdation 
All Rights Resewec 

Reprcdudlon and use of thls form by dentfists and their slaw is permlned Any other use dupltcatlon or dlstrlbutlon of thlr form by any alher party requtres 
the pnor M e n  appmval of the Amencan Dental Assoaabon 


