KIRK N. HAMPTON, D.D.S.
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Mama:

Address.

Tolephone: E-mail

Patiant Numbeor: ____ Social Security Number:

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

Purpose of Consent: mmmm.mmwmmmwmdmmhﬂmnnnﬂmmmm
treatmiont, payment activities, and hoalthcare operitions.

Hotice of Privacy Practices: vwmmﬁgmmmdmmumnmmmmﬂnmmmmw
mmmawﬂwmwm.mmmdmmmmmmm
ol your prolecied health information, and of olher important matiers about your prolactad health information. A copy of our Notice
accompaniis this Consent mmmumnmwmmmmm

WWWMHMMmmamnum:lﬁmh‘m. ff we chango our privacy praclices, wo
ﬂm“mrmmd' Motice of Privacy Practices, which will contamn the changes. Those changes may apply 1o any of your protocted health
i hat wi rraintien.

You miay obitain a copy of our Notice of Privacy Practices, including any revisions of our Notice, al any tima by contacting:

Contact Person. Sydnee Shaw
Talephona: 214-553- 8303 Fax ; 214-553-8311
E-mail; syd@hamptondds.com
Agdressc 10995 Plano Road, Suite 102, Dalias, Texas 75238
Right 1o Revoke: You will have the right 1o revoke this Consent al any tme by giving us writlen natice of your revocation submitted o

fhe Contact Porson listed above. Please understand thal revocation of this Consent wall not affoct any action v 1ook in reliance on this
Consont belore we received your revocation, and that we may dedline 1o Ireal you or 1o continue trealing you if you revoke this Consent.

SIGMATURE

L . haves had full opporunity 1o read and consider thie contents of ihis Consent
form and your Notice of Privacy Practioss. | undorstand that, by signing this Consont form, | am giving my consont to your use ard
disclozure of my protecied haatth information 1o camy oul reabment, paymnt activites and heath care ORerations.

Sigraturnn: Dato: —

if thés Consenl is signed by a porsonal regresentalive on behall of the patiant, complte the following:

Personal Representative’s Name

Relatonship to Patsent: -

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

REVOCATION OF CONSENT

| resvoke my Consent for your use and disclosure of my protected health information for treatment, payment activibes, and hoalthcare
MO,

| understand that revocation ol my Consant will mal allect any aclon you ook in meliance on my Consent before you recaived this writien
Notice of Revocaion | also understand that you may decling 1o freat or 1o continug 1o treal me after | have rovoked my Consant

Sagnature; Date:
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