
 



 



 

 
 

HIPAA CONSENT FORM FOR PATIENTS 
 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY POLICIES  
AND CONSENT FOR DISCLOSURE FOR TREATMENT, PAYMENT  

AND OPERATIONS PURPOSES 
 

By signing below, I hereby acknowledge that I have been provided 

with a copy of this office’s Notice of Privacy Practices and have therefore 

been advised of how my protected health information may be used and 

disclosed by the office and how I may obtain access to and control this 

information. In addition, by signing below, I hereby consent to the use and 

disclosure of my health information for treatment purposes, payment 

activities and healthcare operations of the office.  

 

PATIENT FINANCIAL AGREEMENT 
 

I understand that my dental service is comprised of fees that are billed 

separately to insurance as well as the patient. Although most insurance 

companies cover a portion of the bill, I certify that I am responsible for the 

full and entire amount of any and all dental charges – including copayments 

and any services not covered by my insurance plan. I am also responsible for 

tracking the insurance limit, maximum, and deductibles for the fiscal year.  

 
 
 
Signature of Patient or Personal Representative  
 
 
 
Print Name of Patient of Personal Rep. (including description of legal authority)  
 
 
Date 



 

 
 

ACKNOWLEDGEMENT OF YOUR DENTAL INSURANCE POLICIES 
 
 
We here at United Nations Plaza Dental would like to take this time to help you 
understand your dental insurance policy. Most of the insurance companies will only pay 
100% for diagnostic and preventive services such as cleanings, x-rays, exams and 
fluoride treatments. These services may come with restrictions and limitations as to 
when and how many times per year you are allowed to have them performed.  
 
Most insurance companies will only pay a percentage of basic, major, and elective 
services such as fillings, root canals, periodontal treatment, crowns, bridges, etc.  
 
We ask that our patients please take the time to read their insurance policies so that 
they can understand what kind of coverage will be provided through the insurance 
company, and how your co-payments are determined. We also ask that our patients 
keep a record of cleanings, exams, and x-rays (preventive services) due to the frequency 
limitations that are allowed under your insurance plan.  
 
Some insurance companies will not pay for cleaning, exams, or x-rays if services are 
performed before allowable date.  
 
Patients with PPO plan have a yearly maximum, which will determine how much the 
insurance company provides for a patient on a calendar year basis. Going over your 
yearly maximum will result in out of pocket costs, which are in addition to copayments. 
Patients with DMO and HMO plans have fee schedules, which are determined by your 
insurance company.           
 
Thank you                                       
 

 
I have read and understood how my co-payments are determined and that 
there may be out-of-pocket costs based on services provided. I 
understand that I am responsible for any out of pocket costs.  

 
 
 

 
Signature of Patient 

 



 

 
 

HIPAA COMPLIANCE PATIENT CONSENT FORM  
 

Our Notice of Privacy Practices provides information about how we may use or disclose protected 
health information.  
 
The notice contains a patient’s rights section describing your rights under the law. You ascertain 
that by your signature that you have reviewed our notice before signing this consent.  
 
The terms of the notice may change, if so, you will be noticed at your next visit to update your 
signature/date.  
 
You have the right to restrict how your protected health information is used and disclosed for 
treatment, payment or healthcare operations. We are not required to agree with this restriction, 
but if we do, we shall honor this agreement. The HIPAA (Health Insurance Portability and 
Accountability Act of 1996) law allows for the use of the information for treatment, payment or 
healthcare operations.  
 
By signing this form, you consent to our use and disclosure of your protected healthcare 
information and potentially anonymous usage in a publication. You have the right to revoke this 
consent in writing, signed by you. However, such a revocation will not be retroactive.  
 
By signing this form, I understand that:  

o Protected health information may be disclosed or used for treatment, payment, or 
healthcare operations.  

o The practice reserves the right to change the privacy policy as allowed by law.  
o The practice has the right to restrict the use of the information, but the practice does not 

have to agree to those restrictions.  
o The patient has the right to revoke this consent in writing at any time and all full 

disclosures will then cease.  
o The practice may condition receipt of treatment upon execution of this consent 

 
May we phone, email, or send a text to you to confirm appointments?         YES       NO  
 
May we leave a message at home or on your cellphone?                                YES      NO 
 
May we discuss your medical condition with any member of your family?   YES      NO 
If yes, please name the members and their contact information below:  
 
_____________________________________________________________________________________ 
 
This consent was signed by:  
 
Signature: _____________________________________________________ Date: _________________ 
 
 
Witness: ______________________________________________________ Date: _________________ 


