I. Richard Massoth, D.D.S.

Lise Laflamme, DMD, Inc.

5567 Reseda Bivd. #100
Tarzdna, CA 91356

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement®

L . have received a copy of this
office’s Nolice of Privacy Practices.

For Otfice Use Only

We attempted to oblain written acknowledgement of receipt of our Notice of Privacy Practices. but
acknowledgement could not be oblained because:

0O individual refused to sign
Communications barriers prohibited obtaining the acknowiedgement

O
) An emergency situation prevented us from oblaining acknowledgement
O

Other (Please Specify)
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l. Richard Massoth, D.D.S.

Lise Laflamme, DMD, Inc.

55687 Reseda Blvd. #1000
Tarzana, CA 91356

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Nama:

Tekep E-mall:

Patient #: Saclal Securlty #:

SECTION 8: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consant: By signing this form, you will consent to our use end of your p health infor-
mation lo carry out lrealment, paymeni aclivilies, and healthcare operations.

Notice of Privacy Practices: You have the .._nz_ to read our Notice of _u}aﬂ ices before you decide wheth
tq-sign this Consent. Our Nolice provides a description of our treal payment activities, and healthcare oper-
aticns, of the uses and disclosures we may make of your p health ir wlion, and of oiher important mat-

_,-aacoc:acq!ﬂunon_.ﬂu._r ig._.s__n? »...os__a_nE Zo._nn unnnao-:_.._.ﬁnunﬂ:_iﬁnnnocinuﬁcs
read it carefully and letely before si g this Co B

We reserve the right to ge our privacy practices as described in our Notice of Privacy Praclices. If we change
our privacy praclices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
changes may apply 10 any of your protected heafth Information that we maintain.

You may oblain a copy of our Notice of Privacv Practices. including any revisions of our Notice, at any time by contacling:
ContactPerson:___PTivacy Officer

T 818-705-1274

e 818-705-6782

E-mail.

5567 Reseda Blvd. #100 Tarzana, Ca 91356

Right to Revoke: You will have the righl to revoke this Consent st any time by giving us writlen nolice of your
revocation submitted to the Contact Person listed above. Please understand that revocation of this Cansent will not
affect any actipn we took in reliance on this Consent belore we received your revocation. and thal we may decline lo
treat you or to continue treating you If you revoke this Cansent.

SIGNATURE

I . have had full opportunity lo read nan consider the
contents of this Consent form and your Nolice of Privacy Practices. | undersiand that, by signing this C

form, | am giving my consent to your use and disclgsure of my protecied heallh information lo carry out treatment,
payment aclivities and health care cperations.

S Date:

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

Personal Rep ‘s Name:

Ralslionship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
include completed Consent in the patlent's charl




