Notice Of Privacy
Practices

|

iWe must provide this Notice to each patient beginning no later than the date of our first service
tlelivery to the patient, including service delivered electronically, after April 14, 2003. We must
ﬂ:make a good-faith attempt to obtain written acknowledgement of receipt of the Notice from the
patient. We must also have the Notice available at the office for patients to request to take with
them. We must post the Notice in our office in a clear and prominent location where it 1s
reasonable to expect any patients secking service from us to be able to read the Notice. Whenever
the Notice is revised, we must make the Notice available upon request on or after the effective date
of the revision in a manner consistent with the above instructions. Thereafter, we must distribute the
Notice to each new patient at the time of service delivery and to any person requesting a Notice,
1‘Wf: must also post the revised Notice in our office as discussed above,
i'T'H!S NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND

J"IOW YOU CAN GET ACCESS TO THIS INFORMATION.
|
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PLEASE REVIEW IT CAREFULLY.

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

!
|

[DUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your heallh informalion. We are

ijalsc: required to give you this Notice about our privacy praclices, our legal duties, and your rights concerning
(’four health information. We must follow the privacy practices that are described in this Notice while it is in

hifecl, This Notice takes effect April 14, 2008, and will remain in effect unlil we replace il.

ie reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
thanges are permitted by applicable law. We reserve the right to make the changes in our privacy practices and
fhe new terms of our Notice effective for all health information that we maintain, including health information we
created or received before we made the changes. Before we make a significant change in our privacy praclices,
]j'fve will change this Notice and make the new Notice available upon request,

ﬁ;’ou may request a copy of our Notice at any time. For more information about our privacy practices, or for
#Iadditjonal copies of this Notice, please contact us using the information listed at the end of this Notice,

|
1
|JSES AND DISCLOSURES OF HEALTH INFORMATION

}Ne use and disclose health information about you for treatment, payment, and healthcare operations. For

Bxample:

";j'reatment: We may use or disclose your health information to a physician or other healthcare provider providing
freatment to you,

>ayment: We may use and disclose your health information to obtain payment for services we provide to you.

{ealthcare Operations: We may use and disclose your health information in connection with our healthcare
pperations. Healthcare operations include quality assessment and improvement aclivities, rev]ewing' the
sompetence or qualifications of healthcare professionals, evalualing practitioner and provider performance,
sonducting training programs, accreditation, certification, licensing or credentialing activities.




'l Restriction: You have the right to request that
|| health. information. We are not required to agree

fi

' Amendment; You have the right to re

il access to your health information o

il complaint to the U.

we place additional restrictions on our use or disclosure of your
to these additional restrictions, but if we do, we will abide by our

agreement (except in an emergency).

to request that we communicate with you about your health
locations. {You must make your request in writing.} Your
ion, and provide satisfactory explanation how payments will be

Alternative Communication: You have the right
information by alternative means or to alternative

request must specify the alternative means or locat
handled under the alternative means or location you request,

quest that we amend your health information. (Your request must be in

writing, and it must explain why the information should be amended.) We may deny your request under certain

circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to

| receive this Notice in written form,

| QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us.

have violated your privacy rights, or you disagree with a decision we made about
r in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at altemnative locations, you may
complain to us using the contact information listed at the end of this Notice. You also may submit a written
S. Department of Health and Human Services. We will provide you with the address to file your

complaint with the U.S. Department of Health and Human Services upon request,

If you are concerned that we may

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer: Eliot W. Bird, D.D.S., P.L.L.C.

Telephone; (804) 550-1222 Fax: (804) 550-0753

© 2002 American Dental Association
All Rights Reserved

: {iReproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this fi i i
written approval of the American Dental Association, ’ e



ASSIGNMENT AND RELEASE

I, the undersigned, have insurance with

Narme of Insurance Companylies)

and assign directly to Dr all benefits, if any, otherwise payable to me for services
rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release all
information necessary to secure the payment of benefits. | authorize the use of this signature on all my insurance submissions whether manual or

electronic.

Date Signature

MINOR/CHILD CONSENT

do hereby request

I, being the parent or guardian of

MName of mihor/c_hil'd
and authorize the dental staff to perform necessary dental services for my child, including but nol limited to X-rays, and administration of
anesthetics which are deemed advisable by the doctor, whether or not | am present at the actual appointment when the treatment is

rendered.

Date Signature of !rréi.ifed/Guardr‘an

FINANCIAL AGREEMENT

I acknowledge that payment is due at the time of treatment, unless other arrangements are made. | agree that parents/guardians are
responsible for all fees and services rendered for treatment of a minor/child. | accept full financial responsibility for all charges not

covered by insurance.

Date E'g;éture of fnsuréd/Guarda’an
MEDICAL HISTORY UPDATE
Has there been any change in your health since your last dental appointment? [(Ives [1No

For what conditions?

Are you taking any new medications? __Ifso, what ___ - i —
Date - Patr'eﬁfér’gnatum )
Date Dentist Signature

MEDICAL HISTORY UPDATE

Has there been any change in your health since your last dental appointment? [1Yes [INo

For what conditions?

Are you taking any new medications? ___ [f so, what

Date Patient Signature

Date Denti'sTS:'gnatum
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