Jill E. Shumate, DDS, PLLC
403 Third Avenue
Beckley, WV 25801

681-207-7065 Office
681-207-7087 Fax

Dear Patient:

We are delighted to welcome you to our practice and are pleased that you chose us
to serve your dental needs. We are serious about providing dental care at
reasonable prices and proud of our dedication to our patients. Our goal is to help
you feel and look your very best through excellent dental care.

Your appointment will take approximately 1 hour. To facilitate being seen just as
soon as possible at the time of your appointment, we would appreciate if you would
complete the attached Patient Information forms before your arrival. Please
remember to bring it with you, along with a photo i.d. and any dental insurance
cards, as these will be necessary to ensure completion of your appointment. Any
co-pays and deductibles will be collected at the time of service.

A parent or legal guardian, with guardianship papers, must accompany any patient
under the age of 18 or the patient will not be seen. If you are more than 15
minutes late for your appointment, it may be rescheduled. If you are unable o
make the appointment you have scheduled with us, please notify us at least 24
hours in advance. We would be glad fo reschedule the appointment at a more
convenient time. Please arrive at least 15 minutes prior to your appointment. In
the meantime, we look forward to meeting you and serving your dental needs.

Thanks again for choosing our dental practice.
Sincerely,

Jill E. Shumate, DDS, PLLC
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PATIENT CONSENT FORM

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

Treatment ( including direct or indirect treatment by other healtheare providers
involved in my treatment )

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

The day-to-day healthcare operations of your practice

T have also been informed of and given the right lu review and secure a copy of your Notice
of Privacy Practices,which ins a more te description of the uses and disclosures
of my protected health information and my rights under HIPAA. T understand that you
reserve the right to change the terms of this notice from time to time and that I may contact
you at any time to obtain the most current copy of this notice.

1 understand that | have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment and health care
operations, but that you are not required to agree to these requested restrictions. However,
if you do agree, you are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or
disclosure that occurred prior to the date I revoke this consent is not affected.

Signed this day of 220

Print Patient Name:

Relationship to Patient:

Sign

Practice Name:

Address

City/State/Zip
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