SAUGUS DENTAL

27916 Seco Canyon Road, Suite 2@1 Santa Clarita, CA 9135 661.296.7070e Fax 661.296.7170

Patient Consent Use and Disclosur e of Health I nfor mation
For Treatment, Payment and or Healthcar e Operations

| understand that as part of my health care, SaDguns$al originates and maintains paper records
describing my health history, symptoms, examinatiest results, diagnosis, treatment and any
plan(s) for future care or treatment.

| understand that this information serves as:

e A basis fomplanning my care and treatment,

A means otommunication among the health professionals who contributeyaane,

A source ofnformation for applying my diagnosis and surgical informattormy bill,

A method by which my health plan ceerify that services billed were actually provided, and
A tool for routine healthcaraper ations such as quality assessment.

| understand that | have the following rights amigfifeges:

e The right toobject the use of my health information for directory poses, and

e The right to requesestrictions as to how my health information may be used arldsed to
carry out treatment, payment or health care operati

I understand that if | put restrictions on how ngatth information is used, Saugus Dentadds
required to agree to the restrictions requestathderstand that | may revoke this consent in
writing, except to the actions the organization rhaye already taken. | also understand that by
refusing to sign this consent or revoking this @rsSaugus Dental may refuse to treat me.

| wish to apply the following restrictions to theeauor disclosure of my health information:

| understand that as part of this organizatioréatiment, payment or health care operations, it
may become necessary to disclose my protectechhaédrmation to another entity, and |
consent to such disclosure for these permitted, uselsding disclosures via fax.

| understand and accept the terms of this consent.

Signature of patient (or parent/guardian if patisrd minor) Date



