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SECTION As PATIENT GIVING CONSENT

Name:

Adbress: A‘

Telgphons: ( E-maii:
Paiant 4% e SGCTE! Segurily 1

SECTION B: TO THE BATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULEY

Purpose of Consents By signing this form, vou will consent o our use and disclosure of vour protected healh infor
mation o carry 0wt treatimeni, fayment aciivities, and healthesre operations.

Notles of Privasy Practicss: You have the right & read our Motice of Privagy Fraclices befom you decide whether
to sign this Consent, Cur Notice provides a descristion of our reatment, payment activities, snd healthcare cper-
afions, of the uses and disclosures we may srialee of your protected heakh information, and of other irnponant mai-

ters about vour rrolecied hegith Information, A copy of Dur Molics scoormpanioe Hie Creames 15 .

L L

TSt Mawseowa L0 G Lt iGLLLS
Tyt S, WG WK ISSUE 8 Fevisad Notice of Privacy Practices, vehich will contain the changss. Those
changes mey agply 1o any of yaur protesied health infermation that we maintatn, .
You may ahizin a copy of our Notics of Privacy Practices, ingluding any revisions of our Notice, at any lime by contacting:
Contact Person:

Telentione: P

Einalt

Ldidreas:

Right e Rovelo: You will have the right 10 revoks this Consent 2t amy fime by giving us wiitien noties of your
revocation submitied to the Coniact Person Bsted above. Flease yndersiand that revocation of this Consent will not
aifect any action we took In reliance on ihis Consent before we recelvad your revoeation, and that we may dacline jo
treat you or o continue traating you if you revoke ihis Consent,

SIBNATURE

i, . Fiene had fult apporivnity 1o read and consider the
contenis of this Consent form-and your Nolice of Frivacy Practices. I undersiand that, by signing this Consent
ferm, | am giving sy consent to your use and disclosure of my orotecied health information to earry oul regiman,
payment aciivities and health care apgrations, .

Signatuee: . Dtz

If this Consent is signed by a personal represeniative on behalf of the patient, compiete the folloving:

Perzongl Regrasentatha’s Néms;

Refationship to Patient:

s VOU ARE ENTITLED TO & COPY OF TS CONSENT ARTER YO SIGH IT,
B Inslvde completed Consent in the patient's chars,




Nairi Kureghian, D.D.S, I

ACKNOWLEDGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES

“¥ou May Refuse to Sign This Acknowledgemeni™

5, . have received a copy of this
Office’s Notice of Privacy Fractices,

Please Print Mame

Signature

Biats

We atiempted to obtain writien acknowledgement of receipt of our Notice of Priv Ay
Practives, but Acknowledgement could not be obtained because:

o Individual refused to sign
¢ Communications barriers prohibited obtaining the seks novwledgeiment

° Anmemergency situaiion prevented us from obtaining aclnewledgement

o Other ( please Specify)
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