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16620 N. 40'h St, Suite A-1
Phoenix, Arizona 85032

(602)485-4700

N ame:
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Dr. Hoda Satim DDS, MS

Gtendate Location:
6120 W Bett Rd #190
G[endate, Arizona 85308
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CO NSEI{LEORT'SE ANDDISLOSI.I R E O F H EA LT H I N FO R MATI O N

Phone Number:

EmaitAddress:
TO THE PATIENT. PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose olConsent: signingthis form, you wilt consent to our use and disctosure ofyour protected hestth ihformation to carry out
treatment, payment activities, and heatthcare operations.
Notic¤ ol Pdvacy Prcctlcos: You have the right to read our Notice of Privacy Pactices before decide whether to sign this Consent. Our
Notice provides a description ofourtreatment, payment activities, and heatthcare ope¤tion, otthe uses and disctosure we may make of
yo u r protected h ealth informatio n, a nd of oth er im po rtant matters about you r protected health info rm ation. A copy of ou r Notice
accompanies this consent. We encourage you to read it carefulty and completely belore signingthis Consent.

We resetue the right to change our privacy practices as described in Notice of Pravacy Practices. lf we change our privacy practices, we
wilt issue a revised Notic e of Privacy Practices, wh ic h witt contain the change. Those ch a nges may a ppty to any of your protected hea Lth
inlormation that we maintain.

You mayobtain a copy of Notice of Privacy Practices, inctudingany revisions of our Notice, at anytime by contacting:
Contract Person: Paula Thomasson
Tetephone:(602),185-4700 F6x.1602)485-4720
Emait:
Address: 16620 N.40d Street, SuiteA 1, Phoenix. Arizona 85032

Rlghtto Revoke: You wilt havethe rightto revokethis Consent at anytime bygiving us written notice ofyour revocation submined to the
contact Person tisted above. Ptease understand that revocation ofthis consentwit[ not affect any action wetook in retiance ofthis
Consent before we received your revocation, and that we may d¤ctine to treat you or to continue treatingyou it you revoke this Consent.

Signature
t, have had fult opponunity to read and considerthe contents of this Consent from and your Notice
of Privacy Practices, lunderstand that, by signingthis Consentform, lam giving my consentto your use and disctosure ofmy protected
heatth information to caryout treatment, payment activities and heatth care operations.

Signature: Date

lfthis Consent is signed bya personat representative on behatf of the patient, comptete thefottowing:

Personal Representalive's Name:
Retationship to Patient:
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