ghareebdentalgroup.com
POCA
178 Main St.
Poca, WV 25159
(304) 755-3931
(304) 755-5070 fax

SOUTH CHARLESTON
1203 Jefferson Road
South Charleston, WV 25309
(304) 744-3333
(304) 744-8245 fax

CROSS LANES
5480 Big Tyler Road
Cross Lanes, WV 25313
(304) 776-4541
(304) 776-4542 fax

ST. ALBANS
2035 Kanawha Terrace
St. Albans, WV 25177
(304) 727-2222
(304) 727-0277 fax

TEAYS VALLEY
102 Scott Depot Road
Scott Depot, WV 25560
(304) 757-7441
(304) 757-7442 fax

KANAWHA CITY
3814 MacCorkle Ave. SE
Charleston, WV 25304
(304) 925-0322
(304) 925-2337 fax

Dr. Sami Ghareeb Dr. Azita Misaghi Dr. Steven Ghareeb Dr. Mitri Ghareeb Dr. Matthew Scarberry Dr. Kayla Buchanan
Dr. Joshua Massey Dr. Carson Henley Dr. Lon Spain Dr. Alyssa Tenney Dr. Miranda Ferrari

PATIENT CONSENT
I give this practice/clinic my consent to use or disclose my protected health information to carry out my treatment, to
obtain payment from insurance companies, and for health care operations like quality reviews.
I have been informed that I may review the practice/clinic’s Notice of Privacy Practices (for a complete description of
uses and disclosures) before signing this consent.
I understand that this practice/clinic has the right to change their privacy practices and that I may obtain any revised
notices at the practice/clinic.
I understand that I have the right to request a restriction of how my protected health information is used. However, I also
understand that the practice/clinic is not required to agree to the request. If the practice/clinic agrees to my requested
restriction, they must follow the restriction(s).
I also understand that I may revoke this consent at any time, by making a request in writing. Revocation of this consent is
only applicable from date of revocation forwards and cannot be applied to past information used or disclosed.
I authorize and request my insurance company to pay directly to the dentist or dental group, insurance benefits otherwise
payable to me.
I certify that all answers on my health history and patient registration information have been answered accurately to the
best of my knowledge. I understand that providing incorrect or incomplete information can be dangerous to my health.

I consent to the disclosure of my records (or my child’s records) to the following persons who are involved in my
care (or my child’s care) or payment for that care:
Name(s): ________________________________________________________________________________________

Patient Print _____________________________ Signature _____________________________ Date _______________
If patient is a minor, Parent/Guardian Print ___________________________ Signature ___________________________

