JOHN A. HUGHES, D.D.S., P.C.

140 EAGLE SPRINGS COURT, SUITE A
STOCKBRIDGE, GA 30281
(770) 507-8002
FAX (770) 507-8077

Notice of Privacy Practices
Effective 02-10-03

PATIENT CONSENT FORM

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 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. Those changes may apply to any of our
protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revision of our
Notice, at any time by chtacting:
Sally Braswell at (770) 507-8002.

Patient Signature Date

Please print patient’s name



