HOLISTIC DENTAL AND WELLNESS CENTER
DR. NORMAN BRESSACK      |      DR. BATOOL F. RIZVI

Office Address: 1692 Newbridge Road, North Bellmore, N.Y. 11710
Tel: (516) 221-7447   Email: mercuryfreedoc@holisticdds.com



PATIENT CONSENT/ACKNOWLEDGMENT FORM


By signing below, you consent to the use and disclosure of your protected health information by Dr. Norman Bressack/Dr. Batool Rizvi, our staff, and our business associates for treatment, payment and healthcare operations. For a more detailed description of uses and disclosures for these purposes, please review our Notice of Information Practices (“Notice”). You have the right to review our Notice prior to signing this consent. The terms of this Notice may change. If the terms do change, you may obtain a revised Notice by simply contacting our office at 516-221-7447 and requesting a revised Notice. We will also post any revised notice in the office. You have the right to request that we restrict our uses or disclosures of your protected health information which we are otherwise permitted to make for treatment, payment and health care operations, although we are not required to agree to these restrictions. However, if we agree to further restrictions, they are binding on us. Finally, you may refuse to consent to the use or disclosure of your protected health information, but this must be in writing. Under the law, we have the right to refuse to treat you should you choose to refuse disclosure of your Protected Health Information (PHI).

This form is also used to obtain acknowledgment of receipt or OUR NOTICE of privacy practices or to document our good faith effort to obtain that acknowledgment.

I HAVE REVIEWED, UNDERSTAND AND AGREE TO THE CONTENT OF THE NOTICE OF PRIVACY.

[bookmark: _GoBack]
NAME_____________________________________________DATE_____________________



PLEASE SPECIFY THE EXACT REASON WHY PATIENT CHOSE NOT TO SIGN THE CONSENT/ACKNOWLEDGMENT OF NOTICE OF PRIVACY










