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Harold H. Howell, Il D.M.D.

SECTION A: PATIENT GIVING CONSENT

Telephone: __E-mail: _ Patient Numb'er: | -

Social Security Number:
A

Section B: TO THE‘i’P‘ATIENT~P‘LEASE‘-’=R":EAAD'THE‘-’-’FOL:L&-UW'ING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this =1"o,r_m;by:__qygWiyll-;ponsgnt_f;tq_.;g_t-x:r:;use.«.an_,c!ﬂdi‘§cllq;sfutef'._c';jf,-_yo,,ur,.; rotectedhealth i
information to carry out treatment, payment activities, and healthcare operatiéns. T ERREIRRSS o hEG

Notice of Privacy Practices: '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 heaith information, and of other important matters about your
protected health information. A copy of otice accompanies this Conisent. We:-encourage you toread it.carefully-and
completely before signing this Consent. : B gt B e L

We reserve the right to change our privacy practices as deseribed in.our Notice of Privacy Practices. if We’"éhan'g'e'our |
privacy practices, we will issue a revised Notice of Privacy Practices. which will contain the changes. Those changes::
may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy-Practices, including any-revisions-of our-Notice, at-any.time by contacting:-
Michele Linville Telephone: 304:369-2034 Fax: 304-369-3086 E-mail: drhowell@ntelos.net or Snail Mail Address: 407
State Street Madison, WV 25130 ‘ '

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. !

SIGNATURE

l, _ _ —_._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.
heath care operations.:Signature: _ e o i — Date: ___ i I R

e e o ok o e ke o o o ok ol e ke ol ol ol o ke ok ol ol e ke e vl e e e ol e e e o ok ol ol o ol e e e

****SIGN BELOW ONLY IF YOU DO NOT GIVE PERMISSION TO RELEASE INFORMATION - REVOCATION OF
CONSENT SR . : :

I revoke my.Consent for:your use-and disclosure of my. protected health information for treatment, payment activities, and
healthcare operations. " ' o a o

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you

received this written Notice of Revocation. | also understand that you may decline to treat or to continue to treat me after

I have revoked my Consent. Signature: ' __Date:

2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. '_Any»iother-usq. duplication or distribution of this form by any other
party requires the prior written approval of the American Dental Association.

This Form Is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002),



