Julian S. Drew, D.D.S.
5300 Six Forks Road; Suite 101
Raleigh, NC. 27609
(919) 881-0255
(919) 881-8284
Privacy Officer: Caroline Lockhart

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION AND NOTICE OF
PRIVACY PRACTICES ACKNOWLEDGEMENT

Patient Name:

| authorize the professional office of my dentist named above to release health information identifying me [including if applicable,
information about HIV infection or AIDS, information about substance abuse treatment, and information about mental health
services] under the following terms and conditions. | understand that this information can and will be used to:

1. Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may
be involved in that treatment directly and indirectly.

2. Obtain payment from third-party payers.

3. Conduct normal healthcare operations such as guality assessments and physician certifications.

Itis completely your decision whether or not to sign this autharization form. We cannot refuse to treat you if you choose not to sign
this authorization,

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we have already acted in
reliance upon this authorization. If you want to revoke your autherization, send us a written or electronic note telling us that your
authorization is revoked, Send this note to the office contact persaon listed at the top of this form.

I understand that | may request in writing that you restrict how my private information is used or disclosed to carry out treatment,
payment or healthcare operations. | also understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. | AUTHORIZE THE
DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Dated Patient Signature

If you are signing as a personal representative of the patient, describe your relationship to the patient and the source of your
autharity to sign this form

Relationship to Patient Print Name,

Source of Autharity.

| authorize Dr Drew & Staff te discuss my treatment and account information with the named person(s)

Name(s).

Patient Signature:

OFFICE USE ONLY

| attempted to obtain the patient's signature in acknowledgement on this Notice of Privacy Practices Acknowledgement
but was unable to as documented below:

Date:, Initials:, Reason:,

Examples: Individual refused to sign, communications barrier, an emergency situation or other. Please be specific!



