{Dr John B Minnoch}

CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Nama:

st

Addrass:

Telaphone: - . E-mall:

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

Purpés’; of Consent: By signing this form, you will consent to our use and disclosure of your protecied heaith information te carry oul
traatment, payment activitles, and healthcare opsrations, A

Notics of Privacy Practices: You have the right to read our Notice of Privacy Practices belore you decide whethaer 10 sign this Consent,
Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make
of your protected health Information, and of other Important matters about your protecied hsalth information. A copy of our Notica
accompanles this Consent. We encourage you to read It carefully and completely before signing this Consent.

Wa reserve the right to changa our privacy praciices as described In cur Notice of Privacy Practices. If we change owr privacy practices, we

will Issue a revised Notice of Privacy Practices, which will contaln the changes. Those changes may apply to any of your prolecied haalth
information that we malntaln,

You may obtaln a copy of cur Notice of Privacy Practices, Including any revisions of our Notice, at any time by contacling:

Contact Person: Dr John Minnoch DDS

Telephona: 425-709-7171 Fax: 425-709-7197
£-mail: dentalofiico@cablespesd.com
Address: 900 108" Ave NE #102 Bellevue, WA 88004

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submnitted to
the Contact Person listed ubove, Please understand that revocation of this Consent will not affect any action we took In rellance on this
Consent before we recslved your revocation, and that we may deciine to treat you of to continue treating you If you revoke this
Consent. ; 3

SIGNATURE ‘ e

l. , have had full opporiunity to read and consider the contents of this Consent
form and your Notice of Privacy Practices. | understand that, by signing this Consant form, | am giving my consent 1o your use and
disclosure of my protacted hoalth Informatlon to cary out treatment, payment activities and heath care operations,

Signature: Date:

If this Consent is signed by a personal repressntative on behalf of the patient, complete the following:

Personal Representative’s Nume;

Relationship to Patient:

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



