
Aura Marcela Torres, D.D.S. 

CONSENT FOR USE & DISCLOSURE OF HEALTH INFORMATION 

SECTION A: PATIENT GIVING CONSENT 

Name________________________________________________________________________________ 

Address______________________________________________________________________________ 

Telephone_________________________________E-mail______________________________________ 

Patient’s 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 Practice: You have the right to read our Notice of Privacy Practice before you decide whether to 
sign this Consent. Our Notice provides a description of our treatment, payment activities, & healthcare operations, 
of the uses and disclosures we may make to your protected health information, & 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 and revisions of our Notice, at any time by 
contacting: 

Contact Person: Aura Marcela Torres, D.D.S. 
Telephone:  831-423-3002  ׀   Fax:  831-423-3038 
Email:  info@drauramarcelatorres.com 
Address: 706 Frederick St. Santa Cruz, CA 95062 
 

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, & that we may 
decline to treat you or to continue to treat you if you revoke this Consent. 
 
SIGNATURE 

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

mailto:info@drauramarcelatorres.com


Spouse or Responsible Party Information 
The following is for:  □the patient’s spouse     □the person responsible for payment 
 
Name: _____________________________________________________________________________________ 

                □Male    □Female                    □Married   □Single   □Child   □Other ____________ 
 
Social Security #: ____________________________           Birth Date: ____________________________ 
 
Phone (Home): _________________ (Work): ________________ Ext: ________Best time to call: ______ 
 
Address: ___________________________________________________________________________________                             Street                                 Apartment#                               City                           State                        Zip Code     

 
 

Employment Information 
The following is for:  □the patient’s spouse     □the person responsible for payment 

 
Employer Name: ____________________________________Occupation: _______________________________ 
 
Address: _______________________________________________________________ ____________ ___Phone: __
                                          Street                                                City                             State                                Zip Code             

 

Insurance Information 
Primary 

Name of Insured: _________________________________________________Is insured a patient? □Yes  □No 
                                                           Last                                                 First                                       MI 
 

Insured’s Birth Date: _______________ID #: ______________________Group #________________________ 
 
Insured’s Address: _____________________________________________________________________________ 
                                                                                Street                                                  City                                      State                                Zip Code 
 

Insured’s Employer Name: _____________________________________________________________________ 
 

Address: _____________________________________________________________________________ 
                                                        Street                              City                                      State                                Zip Code 

Patient’s relationship to insured: □Self  □Spouse □Child  □Other ____________________ 
 
Insurance Plan Name and Address: ____________________________________________________________ 
 
Secondary 

Name of Insured: _________________________________________________Is insured a patient? □Yes  □No 
                                                           Last                                                 First                                       MI 
 

Insured’s Birth Date: _______________ID #: ______________________Group #________________________ 
 
Insured’s Address: _____________________________________________________________________________ 
                                                                                Street                                                  City                                      State                                Zip Code 
 

Insured’s Employer Name: _____________________________________________________________________ 
 

Address: _____________________________________________________________________________ 
                                                        Street                              City                                      State                                Zip Code 

Patient’s relationship to insured: □Self  □Spouse □Child  □Other ____________________ 
 
Insurance Plan Name and Address: ____________________________________________________________ 
 
             

 
 
 
 



Consent for Services 
 
As a condition of your treatment by this office, financial arrangements must be made in advance. The 
practice depends upon reimbursement from the patients for the costs incurred in their care and financial 
responsibility on the part of each patient must be determined before treatment. 
 
All emergency dental services, or any dental services performed without previous financial arrangements, 
must be paid for in cash at the time services are performed. 
 
Patients who carry dental insurance understand that all dental services furnished are charged directly to 
the patient and that he or she is personally responsible for payment of all dental services. This office will 
help prepare the patients insurance forms or assist in making collections from insurance companies and 
will credit any such collections to the patient’s account. However, this dental office cannot render services 
on the assumption that our charges will be paid by an insurance company. 
 
A service charge of 1.5% per month (18% per annum) on the unpaid balance will be charged on all accounts 
exceeding 90 days, unless previously written financial arrangements are satisfied. 
 
Understand that the fee estimate listed for this dental care can only be extended for a period of six months 
from the date of the patient examination. 
 
In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay 
therefore the reasonable value of said services to said Doctor, or his assignee, at the time said services are 
rendered, or within five (5) days of billing if credit shall be extended. I further agree that the reasonable 
value of said services shall be as billed unless objected to, by me, in writing, within the time for payment 
thereof. I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a 
waiver of any further term or condition and I further agree to pay all costs and reasonable attorney fees if 
suit be instituted hereunder. 
 
I grant my permission to your assignee to telephone me at home or at my work to discuss matters related to 
this form. 
 
I have read the above conditions of treatment and payment and agree to their content. 
 
_______________________________________Date: ___________Relationship to Patient: ________________ 
Signature of patient, Parent or guardian 
 

_______________________________________Date: ___________Relationship to Patient: ________________ 
Signature of guarantor of payment/responsible party 
 
 
 

 
 
 
 
 
 
 


