Craig G. Larson DDS

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Patient giving consent

Name___________________________________________________________

Address_________________________________________________________

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 information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices:  You have the right to read our Notice of Privacy Practices before you decide to sign this consent.  Our Notice provides the uses and disclosures we may make of your protected health information and of other important matters about your protected health information.  

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

You may obtain a copy of our Notice of Privacy Practices, including and revisions of our Notice, at any time by contacting our office at:
3445 Penrose Place, Suite 110
Boulder, CO  80301
Phone:  303-444-4166

Fax:  303-444-3489

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I have read this office’s Notice of Privacy Practices and acknowledge that I can receive a copy of it.

Consent-you may refuse to sign.

I have had full opportunity to read and consider the contents of this consent form.  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 healthcare operations.

Signature________________________________Date__________________________

You are entitled to a copy of this Consent Form

