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Dentistry of Gastonia- Manish Sheladia, DMD
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. Of Notice of Privacy Practices
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Patient Name & Address:
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| have received a copy of the Notice of Privacy Practices for the above
named practice.

Signature Dale
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We were unable to obtain a written acknowledgement of receipt of the Notice of
Privacy Practices because:

O Anemergency existed & a signalure was not possible at the time.
0 The individual refused to sign.
O A copy was mailed with a request for a signature by return mail.

0  Unable to communicate with the patient for the tollowing reason:

o Other:

Prepared By

Signature

Date
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Jestic Dentistry of Gastonia Authorization for Release of Information
— Compound Release
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1S authorized to releasce protected health ainlormation
lﬂ lhe {ollowmg manner and Lo 1dentified persons.

aboul the above named palnenl
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Entity tOReLLW - S

Check cach person/enit Description of information to be released. Check each
| . :
information. Y that can be given Lo person/enlily on the lell in the same
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Lhat you approve to receive
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D Results ol lab lests/x-rays

Other
D Spouse (provide name and phone number) D Financial
N D Medical
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D Parent (Provide name and phone number) D Financial

D Mecdical
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D Email communication-Provide email address™ D Financial

' [___] Medical
n order tor email conmmunication to
oOccur, please accepl : e
th, drsc\osuw belo D Breach notification

D For email communication 1 understand that il email 1S nol sentin anencrypled manncr there s a nskat could be
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- acgcsscd_irwpprcvpriaptclhl sull elect lo recerve email communication,
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D Communication about lreatment alternatives even if this otfice 1s being compensated for making Ihe communicalion
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Patient Rights:

 I'haveihe right to revoke this authorization at any time.

e I may inspcct or copy the protected health information to be disclosed as described in thas document

e Recvocation is not ellective in cases where the inlormation has alrecady been discloscd but will be cllective
going lorward.

s Information used or disclosed as a vesult ol this authorization may be subject 1o redisclosurc by Lthe reciprend
and may no longer he protecled by {ederal or state law.

®

} have the night 1o retuse to sign this authorizauon and that my (reatment will not be conditioncd on signing,

The information 1s released at the patient’s request and this authorization will rematn in ellect until
revoked by the patient.

Signalure of Patient or Personal chresentainve
"Description of Personal Representative’s Author ity (attach necessary documentanion)
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