
Terry S. Gotthelf, DDS, PC
19 West 34th Street, Suite 1201

New York, NY  10001
Phone:  212-564-6686 Fax:  212-564-0345

Email:  drgotthelf@drgotthelf.com

CONSENT FOR USE AND DISCLOSURE OF HEALTH
INFORMATION

Section A:  Patient Giving Consent

Name:  __________________________________________________________________

Address:__________________________________________________________________

___________________________________________________________________

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 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


