JENNIFER L. ABRAHAM, D.D.S.
193 Green Bay Road
Thiensville, Wisconsin 53092

WISCONSIN CONSENT

Healthcare Operations: Under Wisconsin law, we must have your written permission before we may use
and disclose your health information in connection with healthcare operations other than management of
our medical records and certain auditing and review activities by staff committees and review organizations.

Abuse or Neglect: Under Wisconsin law, we must have your written permission before we may disclose
your health information to the appropriate authorities if we believe you are the victim of domestic violence
or other crimes. We may report child abuse and the abuse or neglect of a vulnerable adult as allowed by
Wisconsin law.

Restriction: While we are allowed to determine whether we agree to your request to restrict our use and
disclosure of your protected health information, Wisconsin law requires that we honor certain restriction
requests by private pay patients relating to research or the release of information to government agencies.

SECTION A: Individual giving consent.

Name:

SECTION B: The uses and disclosures being authorized.

Our Use of Dental Health Information: By signing this form, you will consent to our use of your dental
care records, to carry out treatment, payment activities, and health care operations as set forth in our Privacy
Practices Notice.

We may use professional judgment and our experience with common practice to make reasonable
mferences of your best mnterest in allowing a person acting on your behalf to pick up filled prescriptions,
medical supplies, X-rays, or other similar forms of protected health information.

INDIVIDUAL’S SIGNATURE.

1, , have had full opportunity to read and
consider the contents of this consent. I understand that, by signing this form, I am confirming my written
permission for the disclosure of my protected health information, as described in this form.

Signature: Date:
(=]

If this consent is signed by a personal representative/parent on behalf of the individual, complete the
following:

Personal Representative’s/Parent Name:

Relationship to Individual:




