






CONSENT FOR USE AND DISCLOSURE OF 
HEALTH INFORMATION 

SECTION A:  PATIENT GIVING CONSENT

Name:___________________________________________________________________________________________________ 

Address:__________________________________________________________________________________________________ 

Telephone: _______________________________             E-mail: __________________________________________________ 

Patient Number: _________________________________   Social Security Number: ____________________________________ 

SECTION B:  TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY. 

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 
your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting: 

Contact Person: Sarah Strickland

Telephone:  (706) 742-7000 

Address:  104 Moores Grove Road, Winterville, Georgia 30683 

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted 
to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on 
this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this 
Consent. 

SIGNATURE 

I, ______________________________________________, have had full opportunity to read and consider the contents of this 
Consent form and your Notice of Privacy Practices.  I understand that, by signing this Consent form, I am giving my consent to your 
use and disclosure of my protected health information to carry out treatment, payment activities and heath care operations. 

Signature: __________________________________________________  Date: _______________________________ 

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name: _____________________________________________________________________________

Relationship to Patient: _____________________________________________________________________________________

  WINTERVILLE DENTAL, LLC
 PHILLIP H. DURDEN, DMD, MAGD, FAACP    BRANDON W. WHITWORTH, DMD 

ddrue
Text Box
□ By checking this box, you provide express written consent to contact you via SMS / text message. Standard messaging and data rates apply. Text STOP to opt-out at any time.



                Winterville Dental, LLC
                                         Phillip H. Durden, DMD, MAGD, FAACP       Brandon W. Whitworth, DMD

______________________________________________________________Date: ___________________
Signature of dentist

104 Moores Grove Road ● Winterville, Georgia 30683
Phone 706.742.7000 ● Fax 706.742.2145 ● www.wintervilledental.com

Express prior consent to contact consumber by cell phone:
You agree, in order for us to service your account or to collect monies you may owe,
Winterville Dental, LLC and/or our agents may contact you by telephone at any telephone number associated with 
your account, including wireless telephone numbers, which could result in charges to you. We may also contact you 
by sending text messages or emails, using any email address you provide to use.  Methods of contact may include 
using pre-recorded/artificial voice messages and/or use of automatic dialing device, as applicable.

I/We have read this disclosure and agree that Winterville Dental, LLC, its employees and /or agents may contact 
me/us as described above.

______________________________________________________________Date: ___________________
Signature of patient (or parent/guardian if minor or dependent)

PHOTOGRAPHY AGREEMENT

Dear Patient,
Dr. Durden and Dr. Whitworth often take photographs for the purposes of case documentation, laboratory 
communication, continuing education lectures, PowerPoint slide presentations, in-office communication, and for 
various dental and/or other articles or publications.

I hereby grant permission the use of any and all photography and x-rays of (or minor child/children) 

___________________________ to Winterville Dental, LLC for the purposes stated above. I also acknowledge 
that this is done voluntarily and without compensation.

______________________________________________________________Date: ___________________
Signature of patient (or parent/guardian if minor or dependent)

If we may contact you by e-mail please provide us with your address __________________________________

May we confirm your appointments with text messaging?     Y   or    N




