
Consent for Use and Disclosure of Health Information 

I understand that I have certain rights to privacy and security regarding my protected health information.  These 
rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and HITECH 
of 2009.  I understand that by signing this consent I authorize you to use and disclose my protected health 
information to carry out: 

Ø Treatment (including direct or indirect treatment by other healthcare providers involved in my      
treatment); 

Ø Obtaining payment from third party payers (e.g. my insurance company); 

Ø The day-to-day healthcare operations of the Laramie County Community College dental hygiene practice and 
for the instruction of students. 

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. 

I have also been informed of, 


