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CONSENT FOR USE AND DISCLOSURE 
OF HEALTH INFORMATION 

SECTION A:  PATIENT GIVING CONSENT 

Name: ____________________________________________________________________________________ 

Address: __________________________________________________________________________________ 

Telephone: _______________________________________ E-mail: __________________________________ 

Social Security #: ___________________________________________________________________________ 

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 infor-
mation to carry out treatment, payment activities, and healthcare operations. 

Notice of Privacy Practices:  You have the r ight to read our  Notice of Pr ivacy Practices before you decide whether  to 
sign this Consent.  Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the 
uses and disclosures we may make of your protected health information, and of other important matters about your protect-
ed health information.  A copy of our Notice accompanies this Consent.  We encourage you to read it carefully and com-
pletely before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If  we change our pri-
vacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.  Those changes may 
apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting: 
 Contact Person:     Barry E. Malkiel, D.D.S., P.C. 
 Telephone:  770-995-9255        Fax:  770-995-9686         E-mail:  office@drmalkiel.com 
 Address:  916  Lawrenceville Highway South, Suite 201  Lawrenceville, GA  30046 

Right to Revoke:  You will have the r ight to revoke this Consent at any time by giving us wr itten notice of your  revo-
cation submitted to the Contact Person listed above.  Please understand that revocation of this Consent will not affect any 
action we took in reliance on this Consent before we received your revocation, and tat we may decline to treat you or to 
continue treating you if you revoke this Consent. 

SIGNATURE    
I, ___________________________, have had full opportunity to read and consider the contents of this Consent form and 
your Notice of Privacy Practices.  I understand that, by signing this Consent form, I am giving my consent to your use and 
disclosure of my protected health information to carry out treatment, payment activities and health care operations.  

Signature: _____________________________________________________ Date: _______________________________ 

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 
Personal Representative’s Name: _______________________________________________________________________ 
Relationship to Patient:  ______________________________________________________________________________ 

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. 
Include completed Consent in the patient’s chart. 



REVOCATION OF CONSENT 
 
I revoke my Consent for your use and disclosure of my protected health information for treatment, payment 
activities, and healthcare operations. 
 
I understand that revocation of my Consent will not affect any action you took in reliance on my Consent be-
fore you received this written Notice of Revocation.  I also understand that you may decline to treat or to con-
tinue to treat me after I have revoked my Consent. 
 
Signature: ________________________________________________Date: _________________________ 
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FINANCIAL POLICY 

 
We are committed to providing you with the best possible dental care.  Our fees reflect our professional 
commitment to excellence.  In order to achieve these goals we need your assistance and understanding of 
our payment policy.   
 
We Offer The Following Methods Of Payment Of Fees: 

• Payment in full is due at time of service for those without insurance.  A courtesy allowance of 5% 
is offered on fees over $500.00. 

• For patients with insurance, we will accept payment directly from the insurance company, 
however, we required that the deductible and non-covered fees be paid at each visit. 

• We partner with CareCredit for a financing option.  To apply go to www.carecredit.com.  If 
approved, print off approval with your account number and bring to your appointment. 

•  
Important Information Regarding Your Insurance: 

• Your dental benefit program is a contract between you, your employer, and the insurance 
company.  We are not a party to that contract.  This office files your insurance as a courtesy 
for you. 

• Not all dental services are covered benefit in all contracts.  It is your responsibility to know 
your benefits. 

• You (not your insurance company) are responsible to us for all of our fees for services 
rendered to you.   

• An Estimate will be given of the benefits that the insurance company is expected to pay.  
Remember that this is only an estimate and that the actual cost may vary. 

• If your insurance company does not pay within 90 days of your date of service then you will 
become responsible to pay at that time. 

 
We Request 24 Hours Notice For Changing Appointments: 
We do not overbook patients, therefore, time has been set aside exclusively for your appointment.  We 
request the 24 hour notice to fill times with patients who are waiting for sooner times.  If we do not 
receive 24 hours notice, we will charge a $50 broken appointment fee. 
 
Collection Fees: 
In the event payments are not received by the agreed upon dates, a 1-1/2% finance charge per month 
(18% APR) will be added to your account.  If the account is sent to our collections attorney, all 
collection fees and court costs will be your responsibility.  This will be reported on your credit report. 
 
 
 
Patient Signature ________________________________________  Date ________________________ 
 
 
Parent or Responsible Party ______________________________Relationship to Patient_____________ 

http://www.carecredit.com/
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