BROOKSIDE
DENTISTRY

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES AND CONSENT

Patient Giving Consent:

Name Date of Birth

Please read the following statements carefully:
By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment,
payment activities, and healthcare operations. (Without signature, we may decline to treat you.)

You have the right to read our Notice of Privacy Practices before you decide whether to 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 protected health information. A copy of our Notice
accompanies this Consent. We encourage you to read it carefully and completely before signing this Consent.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:
Dr. Luke Foster, Brookside Dentistry, 4047 Brookside Avenue, St. Louis Park, MN 55416 (952) 924-0709

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation
submitted to the contact person listed above. Please understand that revocation of this Consent will not affect any action we
took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue
treating you if you revoke this consent.

We may use professional judgment and our experience with common practice to make reasonable inferences of your best
interest in allowing a person acting on your behalf to pick up items that contain PHI.

I am giving my consent to disclose my patient care records and protected health information to the following person(s),
including those involved in my care or payment for that care:

I have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices. |
understand that, by signing this Consent form, | am giving my consent to your use and disclosure of my protected health
information to carry out treatment, payment activities, and health care operations. This consent will remain in effect unless
notice of withdrawal is provided.

Signature Date

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

Personal Representative’s Name

Relationship to Patient




