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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you 
have certain rights to privacy regarding your protected health information. This 
information can and will be used for: 

Setting up an appointment for you; examining your teeth; prescribing medications 
and faxing them to be filled; referring you to another doctor for other health care 
or services; or getting copies of your health information from another professional 
that you may have seen before us. 

Examples of how we use or disclose your health information for payment 
purposes are: asking you about your health or dental care plans, or other sources 
of payment; preparing and sending bills or claims; and collecting unpaid amounts 
(either ourselves or through a collection agency or attorney). 

Appointment Reminders: We may call or write to remind you of scheduled 
appointments, or that it is time to make a routine appointment. Unless you tell us 
otherwise, we will mail you an appointment reminder on a post card, and/or leave 
you a reminder message on your home answering machine or with someone who 
answers your phone if you are not home. 

I have received, read and understand your Notice of Privacy Practices. I understand that 
this organization has the right to change its Notice of Privacy Practices from time to time 
and that I may contact this organization at any time at 339 Auburn Street, 
Auburndale, MA 02466 to obtain a copy of the Notice of Privacy Practices. 

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

Patient Name -----------------------------------------------

Relationship to Patient ---------------------

Signature _________________ Date ___ __ _ 



OUR FINANCIAL POLICY 

Thank you for choosing this office for your dental needs. The following is a statement of 
our Financial Policy, which we require you to read and sign prior to treatment. All 
patients must also complete our Patient Registration form before seeing the doctor. 

Payment is due in full at the time of service. We accept cash, check, 
Visa/MasterCard and Discover. Payment Plans are available for major treatment. 

Insurance: 
We accept assignment of insurance benefits only when complete insurance information is 
provided to us. However, we do require co-payments as well as deductibles to be paid at 
the time of service. Your insurance policy is a contract between you and your insurance 
company. We are not a party to that contract. 

Usual and Customary Rates 
Our practice is committed to providing the highest quality treatment for our patients and 
we charge usual and customary rates for our area. You are responsible for your payment 
regardless of any insurance company's determination of usual and customary rates. 

Missed Appointments 
Unless cancelled at least 24 hours in advance, our policy is to charge for missed 
appointments. Please help us to serve you better by keeping scheduled appointments. 

Request for X-Rays 
A signed and dated letter is required stating your request for duplicate x-rays. There is a 
$25.00 fee to duplicate x-rays except when you are being referred by this office to a 
specialist such as an Oral Surgeon or Orthodontist. 

Thank you for understanding our Financial Policy. Please let us know if you have any 
questions or concerns. 

I have read and agree to this Financial Policy. 

Signature of Patient Date 
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