
RICK HAMMOND D.D.S. & TREY THOMPSON D.D.S. 

CONSENT FOR lIS Ii, AND DISCLOSURE OF HEALTH INFORMATION 

Section A: Patient giving consent
 

Name'
 

'1Qdress
 

Jelepholle Social SeCllriry #
 

Section B TO THE PATIf-:NT - PL.FASf: RF~A[) r'H[ FOLL.OWINC STATEMENTS CAREFUL.LY 

Purpose of Consent By signing thiS form. you Will COllsent to our use and disclosul'e of your protected health 
information to carry out treatmenL payment activitie:" ilnd healthcMe operations. 

~otice of Privacy Practi(es. You have the right 1\) reild UlJI' Notice of Pflvac)- Practices before you decide whether to 
Sign this Consent Our Notice provides a description \)four treiltment payment activities, and healthcare operations, of 
[he uses and disclosures we may make ofye)ur protected health information, and of other important maners about your 
protected health Information. A copy of our Notice ilccompanles this Consent We encourage you to read it carefully and 
completely before signing thiS COllsent 

We reserve the I'ight to change our privacy practices as described III our Notice of Privacy Practices. If we change our 
pri\ac: pI'actlces, we will issue a reVised Notice ol'Prlvacy Practices, which Will contain the changes Those changes 
ma: appl: to any of"oul' pI'otected health information that we malllt(]ln 

You ma)- obtain (] copy of our Notice of Prl\acy rractlces, including any reviSions of our Notice, at any time by 
contacting: 

R C Hammond. D.D S 90Y DailY Ash l(1I'c!. Ste lOY, Houste)n, TX 77079 281-493-5471 

Right to Revoke You will have the l'lght to I'evoke thiS Consent at any time by giving us written notice of your 
re\ocatlon submined to the contact per~on listed a,bove Please understand that revocation of this Consent will not affect 
any action we look In reliance on thiS Consent belore we received your re\<Oc8tlon, and that we may decline to treat you 
\)r to contillue treating you ifyliu I'evoke this COil sent 

Signature 

I, , have hi-ld ~'ull \)ppOnulllty to read and consider the contents 
\)1" I-1m c::0Ilscnl tOfill an you,' Notice olrrl\2\c: f)riiC"lces!Ulldcl'swnd thill. by slgiling this Consent form, I am giving 
m: Cc)nSellt to \Our use and disclosule l)~' n1\ prutected health Illformation to calTY out treatment, payment activities and 
health care opel'allons 

Date 

Iflhls Consent is Signed b\ a personal representative on behillforthe patient. complete the following: 

P,'rsonal Represenralivc's Name Rela! ionship to Patient 

YOU ARE ENTITLED 0 A COpy OF THIS COi\SENT AFTER YOLI SIGN IT. 
Inc/ude cumpkleJ Consent ill the patielll's chart. 

RE\'OCAnON OF CO:'>SENT 

I re\ oke 111\ Consent for' vour use ilnd dlsclclsuI'e or nl\ prolected health Information for treatment, payment activities, and 
hcalthcare 'operations - ­

I understand that revocation or /))) consent \\ ill nul atlee! any acrion you took in reliance on my Consent before you 
fc'c'el\cd II1IS \\rmen Notice e)f Re\ocatlon 
I ha\ e re\ liked 111\ Conscnl 

I also understand Ihill \OU Illa\ decline to treat or to continue to treat me after 
, , 

') i() naII! re 


