
 

Higley Groves Dental, PC 
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 

 
I, ________________________________ have read a copy of this office’s Notice of Privacy Practices.  

 

 

___________________________________________________        _______________________________ 

Signature                  Date 

 

Purpose of Consent:  By signing this form, you 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 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 protected health 

information.  A copy of our Notice accompanies this Consent.  We encourage you to read it carefully and completely 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 privacy 

practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.   

 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting: 

 

Contact Officer:  Ronda Accola 

Telephone:  (480) 988-7085 

Fax: (480) 813-7085 

Address: 67 S. Higley Rd.  Suite 112, Gilbert, AZ 85296 

 

Right to revoke: You have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to 

the Contact Person listed above.  Please understand that revocation of the Consent will not affect any action we took in reliance on 

this Consent before we received your revocation, and that 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 healthcare operations.   

 

Signature: ___________________________________________      Date: _______________________ 

 

 

FOR OFFICE USE ONLY 

 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be 

obtained because:  

o Individual refused to sign 

o Communication barriers prohibited obtaining the acknowledgement 

o An emergency situation prevented us from obtaining acknowledgement 

Signature: __________________________________ 

Revocation of Consent 

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment on balances, and 

healthcare operations.  I understand the revocation of my Consent will not affect any action you took in reliance on my Consent 

before you received this written Notice of Revocation.  I also understand that you may decline to treat or continue to treat me after I 

have revoked my Consent.   

 

  Signature: ____________________________________________    Date: _________________________ 
 
 

Copywrite 2002 American Dental Association All Rights Reserved 

Reproduction and use of this form by dentists and their staff is permitted.  Any other use, duplication or distribution of this form by any other party requires the 
written approval of the ADA.  This form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).  

 


