
 

112 S. Main Street, Fitzgerald, GA  31750

229-423-4500

colonydentalcare@gmail.com

CONSENT FOR USE AND DISLOSURE OF HEALTH INFORMATION

SECTION A:  PATIENT GIVING CONSENT

Name: __________________________________________________________________________________________________

Address: ________________________________________________________________________________________________

Phone number: _____________________________ E-mail: _______________________________________________________

Social Security Number: ____________________________

SECTION B:  TO THE PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent:  By signing this form, you will  consent to our use and disclosure of your protected health informaƟon to carry  out

treatment payment acƟviƟes, and healthcare operaƟons.

No ce of Privacy Prac ces:  You have the right to read our NoƟce of Privacy PracƟces before you decide whether to sign this Consent.  Our

NoƟce provides a descripƟon of our treatment, payment acƟviƟes and healthcare operaƟons, of the uses and disclosures we may make of your

protected health informaƟon, and of other important maƩers about your protected health informaƟon.  A copy of our NoƟce accompanies this

Consent.  We encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy pracƟces as described in our NoƟce of Privacy PracƟces.  If we change our privacy pracƟces, we will

issue  a  revised  NoƟce  of  Privacy  PracƟces,  which  will  contain  the  changes.   Those changes  may  apply  to  any  of  your  protected  health

informaƟon that we maintain.

You may obtain a copy of our NoƟce of Privacy PracƟces, including any revisions of our NoƟce, at any Ɵme by contacƟng:   Colony Dental Care,

229-423-4500, colonydentalcare@gmail.com or at 112 S. Main Street, Fitzgerald, GA 31750.

Right to Revoke:  You will have the right to revoke this Consent at any Ɵme by giving us wriƩen noƟce of your revocaƟon submiƩed to the

Contact listed above.  Please understand that revocaƟon of this Consent will not affect any acƟon we took in reliance on this Consent before we

received your revocaƟon, and that we ay decline to treat you or to conƟnue treaƟng you if you revoke this Consent.

SIGNATURE

I, ____________________________________________, have had full opportunity to read and consider the contents of this Consent form and

your NoƟce of Privacy PracƟces.  I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my

protected health informaƟon to carry out treatment, payment acƟviƟes and health care operaƟons.

Signature: ______________________________________________________________________ Date: _________________________________

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

Personal RepresentaƟve’s Name: __________________________________________________________________________________________

RelaƟonship  to  PaƟent:

__________________________________________________________________________________________________

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.



112 S. Main Street, Fitzgerald, GA  31750

229-423-4500

colonydentalcare@gmail.com

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

I, ___________________________________, have received a copy of this office’s NoƟce of 

Privacy PracƟces.

Print Name: ________________________________________________________________

Signature: __________________________________________________________________

Date: ______________________________________________________________________

___________________________________________________________________________

*FOR OFFICE USE ONLY*

We aƩempted to obtain wriƩen acknowledgement of receipt of our NoƟce of Privacy PracƟces, 

but acknowledgement could not be obtained because:

o Individual refused to sign

o CommunicaƟons barriers prohibited obtaining the acknowledgement

o An emergency situaƟon prevented us from obtaining acknowledgement

o Other (Please Specify)

___________________________________________________________________________

___________________________________________________________________________



112 S. Main Street, Fitzgerald, GA  31750

229-423-4500

colonydentalcare@gmail.com

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION

PLEASE REIEW IT CAREFULLY

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US

OUR LEGAL DUTY
We are required by appliable federal and state law to maintain the privacy of your health informaƟon.  We are also required to

give you this NoƟce about our privacy pracƟces, our legal duƟes, and your rights concerning your health informaƟon.  We must

follow the privacy pracƟces that are described in this NoƟce while it is in effect.  This NoƟce takes effect 08/11/03 and will

remain in effect unƟl we replace it.

We reserve the right to change our privacy pracƟces and the terms of this NoƟce at any Ɵme, provided such changes are

permiƩed by applicable law.  We reserve the right to make the changes in our privacy pracƟces and the new terms of our

NoƟce effecƟve for all health informaƟon that we maintain, including health informaƟon we created or received begore we

made the changes.  Before we make a significant change in our privacy pracƟces, we will change this NoƟce and make the new

NoƟce available upon request.

You may request a copy of our NoƟce at ay Ɵme.  For morin informaƟon about our privacy pracƟces, or for addiƟonal copies of

this NoƟce, please contact us giving the informaƟon listed at the end of this NoƟce.

USES AND DISLOSURES OF HEALTH INFORMATION
We use and disclose health informaƟon about you for treatment, payment, and healthcare operaƟons.  For example: 

Treatment:  We may use or disclose your health informaƟon to a physician or other healthcare provider providing treatment to

you.

Payment:  We may use and disclose your health informaƟon to obtain payment for services we provide to you.

Healthcare Opera ons:  We may use and disclose your  health informaƟon in connecƟon with our healthcare  operaƟons.

Healthcare operaƟons include quality assessment and improvement acƟviƟes, reviewing the competence or qualificaƟons of

healthcare  professionals,  evaluaƟng  pracƟƟoner  and  provide  performance,  conducƟng  training  programs,  accreditaƟon,

cerƟficaƟon, licensing or credenƟaling acƟviƟes.

Your Authoriza on:  In addiƟon to our use of your health informaƟon for treatment, payment or healthcare operaƟons you

may give us wriƩen authorizaƟon to use your health informaƟon or to disclose it to anyone for any purpose.  If you give us an

authorizaƟon, you may revoke it in wriƟng at any Ɵme.  Your revocaƟon will not affect any use ofr disclosures permiƩed by your

authorizaƟon  while  it  was  in  effect.  Unless  you  give  us  a  wriƩen  authorizaƟon,  we  cannot  use  or  disclose  your  health

informaƟon for any reason except those described in this NoƟce.



To Your Family and Friends:  We must disclose your health informaƟon to you, as described in the PaƟent Rights secƟon of this

NoƟce.  We may disclose your health informaƟon to a family member, friend or other person to the extent necessary to help

with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care:  We may use or disclose health informaƟon to noƟfy,  or assist in the noƟficaƟon of (including

idenƟfying or locaƟng) a family member, your personal representaƟve or another person responsible for your care, of your

locaƟon, your general condiƟon, or death.  If you are present, then prior to use or disclosure of your health informaƟon, we will

provide  you  with  an  opportunity  to  object  to  such  uses  or  disclosures.   In  the  event  of  your  incapacity  or  emergency

circumstances, we will disclose health informaƟon based on a determinaƟon using our professional judgement disclosing only

health informaƟon that is directly relevant to the person’s involvement in your healthcare.  We will also use our professional

judgement and our experience with common pracƟce to make reasonable inferences of your best interest in allowing a  person

to pick up filled prescripƟons, medical supplies, x-Rays, or other similar forms of health informaƟon.

Marke ng Health-Related Services:  We will  not use your health informaƟon for markeƟng communicaƟons without your

wriƩen authorizaƟon.

Required by Law:  We may use of disclose your health informaƟon when we a required to do so by law.

Abuse or Neglect:  We may disclose your health informaƟon to appropriate authoriƟes if we reasonable believe that you are a

possible vicƟm of abuse, neglect, or domesƟc violence or the possible vicƟm of other crimes.  We may disclose your health

informaƟon to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

Na onal Security:  We may disclose to military authoriƟes the health informaƟon of Armed Forces personnel under certain

circumstances.   We  may  disclose  to  authorized  federal  officials  health  informaƟon  required  for  lawful  intelligence,

counterintelligence, and other naƟon security acƟviƟes.  We may disclose to correcƟonal insƟtuƟon or law enforcement official

having lawful custody of protected health informaƟon of inmate or paƟent under certain circumstances.

Appointment reminders:  We may use or disclose your health informaƟon to provide you with appointment reminders (such as

voicemail messages, postcards, or leƩers_.

PATIENT RIGHTS

Access:  You have the right to look at or get copies of your health informaƟon with limited excepƟons.  You may request that

we provide copies in a format other than photocopies.  We will use the format you request unless we cannot pracƟcably do so.

(You must make a request in wriƟng to obtain access to your health informaƟon.  You may obtain a form to request access by

using the contact informaƟon listed at the end of this NoƟce.  We will charge you a reasonable cost-based fee for expenses

such as copies and staff Ɵme.  You may also request access by sending us a leƩer to the address at the end of this NoƟce.  If you

request copies, we will charge you $0 for each page. $0 per hour for staff Ɵme to locate and copy your health informaƟon and

postage if  you want the copies mailed to you.   If  you request an alternaƟve format,  we will  charge a cost-based fee for

providing your health informaƟon in that format.  If you prefer, we will prepare a summary or an explanaƟon of your health

inflaƟon for a fee.  Contact us using the informaƟon listed at the end of the NoƟce for a full explanaƟon of our fee structure.)

Disclosure Accoun ng:  You have the right to receive a list of instances in which we or our business associated disclosed your

health informaƟon for purposes, other than treatment, payment, healthcare operaƟons and certain other acƟviƟes, for the last

6 years, but not before April 14, 2003.  If you request this accounƟng more than once in a 12-month period, we may charge you

a reasonable, cost-based fee for responding to these addiƟonal requests.

Restric on:  You  have the right  to  request  that  we place addiƟonal  restricƟons  on our  use  of  disclosure  of  your  health

informaƟon.  We are not required to agree to these addiƟonal restricƟons, but if we do, we will abide by our agreement (except

in an emergency).

Alterna ve Communica on:  You have the right to request that we communicate with you about your health informaƟon by

alternaƟve means  or  to  alternaƟve  locaƟons.   (You  must  make your  request  in  wriƟng.)   Your  request  must  specify  the

alternaƟve means or locaƟon and provide saƟsfactory explanaƟon how payments will be handled under the alternaƟve means

or locaƟon you request.

Amendment:  You have the right to request that we amend your health informaƟon.  (Your request must be in wriƟng, and it

must explain why the informaƟon should be amended.)  We may deny your request under certain circumstances.

Electronic No ce:  If you receive this NoƟce on our Web site or y electronic mail (e-mail), you are enƟtled to receive this NoƟce

in wriƩen form.




