CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

MNarme:

Addross:

Telephone: E-mail:
Paticnt #: Soclal Socurity #:

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing Lhis lorm, you will consent Lo our usc and disclasure of your prolecled hoallhy infor
malion Lo carry oul lreatment, payment aclivilies, and heallhcare operations.

Notice of Privacy Practices: You have tha right Lo read our Nolice of Privacy Praclices belore you decide whother
Lo sign Lthis Consent. Our Nolice provides a descriplion of our Lrealment, paymaenl aclivilics, and heallhcare oper
alions, of the uses and disclesures we may make of your prolected heallh infarmaltion, and of olther imporlant mat
lers aboul your prolecled heallh infermalion. A copy of our Nolice accompanics Lhis Consenl. Woe encourage you Lo
read il carclully and complelely belfere signing this Consent.

We reserve Lhe right Lo change our privacy praclices as described in our Nelice of Privacy Praclices. Il we changa
our privacy praclices, we will issue a revised Nolice of Privacy Praclices, which will contain the changes. Thase
changes may apply Lo any of your prolacled heallh informalion thal we maintain.

You may oblain a copy of our Nolice of Privacy Praclices, including any revisions of our Nelice, al any ime by conlacling:

Geoffrey A. Iverson, D.D.S.

Contact Porson:

507-364-7424

Telephone: Fax

. 907-364-7727

giverson@frontiernet.net

E-rmail:

ndress 223 South First Street Box 23, Montgomery, MN 56069

Right to Revoke: You will have the right Lo reveke this Consenl al any Lime by giving us wrillen nolice of your
revecalion submilled Lo the Conlact Person lisled above. Please understand thal revocalion of this Cansent will not
allccl any aclion we Llook in reliance on this Consent bolare we received your revocalion, and thal wo may decline Lo
real you or Lo conlinue trealing you il you revoke Lhis Consent,

SIGNATURE

[ . have had full opporlunity Lo read and considar the
contents of this Consent lform and your Nelice of Privacy Praclices. | understand thal, by signing this Consent
form, | am giving my consenl Lo your use and disclesure of my prolected heallh informalion Lo carry oul Lrealment,
payment aclivilics and heallth care operations.

Signature: Date:

M Lthis Consent is signed by a personal representalive on behall of he palicnt, complele the fellowing:

Personal Reproscntative’s Name:

Relationship to Pationt:

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




