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* WARREN C. BAINE nﬁM.b

msm*r FOR UﬂE Am mum-:- OF I'EALTH INFDRMA'ITGN

SECTION A: PATIENT/GUARDIAN GIVING CONSENT

Name: : S T S . ;

address:

Telephone

Patient#  Social Securily #:

SECTION B: TO THE PATIENTIGUARDMM PLEASE READ THE FGLLCWWNG STATEMENTS CAREFULLY
Furpose of Consent: By signing this form yau j

Ww. Wx‘e uf ynur prurbamad heaith information to
carTy out treatment, payment activities, and Mmmﬂ

Natica of Privacy Practices: You have me Fighit 1o read our-Notice faf Privasy Praciices before you decide whether fo sign
this Consent. Our Notice mvmﬁmmﬂwmm pay:mac;ﬁmles and healthcare aperations, of the uses
and-disciosures we may make of your protected health nfonitistion, snd of biher Important matters about your protected
haazith infermation. A copy of ol Notice ace s Hh ) -mMypu o read K carafully and mrnpleta{y
before signing this Consent, . . .ol T b g g Vi

We reserva the right 1o change our privacy ptaﬁfgeﬁagrdesmbed irf our Notics of F'Uvacy Practices. lf we Mange our
privacy pracilces, we will issue a revised Notice of Privacy Practices, Whlch wﬂl contaln tha changes Those changas may
apply to any of your protected heafth information that we maintain. - -

You may obtain a copy of eur Notice of Privacy Practices, including any revisions of our Notice, at any time by cﬂntactfng
Warren C. Baine, D.M.D. 302 lvy Hill Gi., Muttontown, NY 11755  518-433-8386 .

Right 1o Revoke: You will have the right to revoke this Consent af any fime by gwmg us written notice of your revocation
subimitted to the Contact Person Ested above. Pleass understand that revocation of this Consent will not affect any action we
tock In refiance on this Consent before we received Your, revotgaﬂon, and that we may deciine to treat you or to continue
treating you if you revoke this Consent, i e ' '

SIGNATURE Do nint ) vk i mﬁwnt ta cm &manﬁtﬁs{ﬂom**‘r‘ af voud prese
E heve had full Spnoruniy ‘””’“’-

rmﬁdamﬂmﬂﬂ"
| NoiGs of Privacy Practioes. lmmammﬂ.hrmmagﬁ rSert for,
dlsciosurﬁufmyprumﬂadhaa&h mformaﬁonm" Y. O ._4?‘_”;1;,(

Signature:

If a personal represei ntaﬂvebn beha Ifof J

T e Sl L] ﬁ' i ;-u-”r-# y”

Personal Representative's Name:

Relationship fo Patient:

YOu ARE ENTITLED TO A GOPY OF THIS GON$ENT AET}ER YDU SIGN lT PLEASE- -ARVISE US IF YOU WANT A
COoPY. . .. C : :

REVOCATION OF CONSENT i e ;;
| revoke my Consent for your use and dqschqu[a o;' WW@? oot
heaithcare operations. | understand that revocation gg Ny Consent v 4
Consent bafore you received this written Nofice of R?\(' seation; | i
to treat me after | have revoked my Consent o )
Slgnmm: R P wm o [ w...m

‘Wﬁm for n'aahnam payment actlvities, and
£ ffec;;anyadiun yeu took in reffance on my
stand. i ‘Fpﬁ){ dm:ﬁna to. tieat or ta conﬁnue
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