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CONSENT FOR USE AND BISCLOSUR
HEALTH INFORMATION OF A MINOR

SECTIONA: PATIENT'S NAME: __
SECTION B: PARENT (OR GUARDIAN) GIVING CONSENT

Name: ___
, ‘

Telaphone: . . Emai

Paent Nomber: Soeis) Secuty Namber:

SECTION C: TOTHE matr—mmm mmw

Purpase of Conseat: By signiag this fonn, wﬂmtiwmadﬁ“dmmuwum& '
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mﬁmm You hawe the sight fo read wmdmmmma&mﬁsﬁnwm

Our Nofice providas a desaripiion of our Feaiment, payment acivilies, and healthcare opesstions, of the uses and disdosures we may make
of your profocied health infornialion, and of ofher impoitant malisrs alfiout your prolacied-heaith informssion.. - Acnpydurlbinn

accompanies this Consent. Wemynubmtmmmbﬁemﬁsm
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wil issue'a wevisod Nolice of Prisacy Pracices, which wil coikain the changes. Those dianges may apply 20 any of yous protecied heaith

inlprvaiion S we mehisin,
You may oblain a copy of our Nolice of Privacy Pradiices, including any revisions of our Nolice, at any ime by contacting: _

Telephone: (301) 770-9007  Fax: (301) 770-9507

E mail: info@northbethesdasmile.com
Address: 11125 Rockville Pike, suite G2, Rockville MD.,20852

mhm You will have fhe MhmtiscmsusaqmbyMusm mﬁwmmb
the Contact Person lisied above. Please understand that revocation of this Consent will not affect any action we look in reiance on this
Consent before we received your revocation, and that we may decline fo Mm«hmhﬂuyw ifynummﬁs_
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