




 
 

 
 

PATIENT CONSENT FORM FOR HIPAA 
 

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, I authorize you to use and disclose my protested health information to carry out: 

 
•  Treatment (including direct and indirect treatment by other healthcare 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 

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

 
I understand that I 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 anytime. However, any use of disclosure that occurred prior to 
the date I revoke this consent is not affected. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Print Patient Name:    

Print Parent/Guardian Name:    

Relationship to Patient: 

Signature:  Date:    
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Dear Patient, 
It is important to understand that this is a private practice. We are committed to providing you with the best possible 
care, and as such, this office continues to operate on the fees charged for dental services. It must be noted that all 
patients are ultimately responsible for all fees charged. Your clear understanding of our financial policy is important to 
our professional relationship. 

 

Insurance 
 
 

For those who have dental insurance, it is important to understand that actual benefit coverage varies depending on the 
individual insurance policy. The amount of the fees not covered by the insurance company is known as the Co-Payment. 
All Co-Payments are expected at the time of services. 

 

As a courtesy, we will be happy to help you determine coverage you have available. We estimate as closely as possible 
your co-payments; however, your insurance is a contract between you and your insurance company. We, therefore, 
cannot guarantee payment of your claims or accept the responsibility of negotiating claims with insurance companies or 
other persons. If your insurance company pays only a portion of the bill or rejects your claim, you are responsible for 
full payment for services rendered. 

Again all patients are ultimately responsible for all fees charged. If you refuse to pay your responsible amount, we 
reserve the right to send you to a collection agency. 

 

If you are unable to keep your appointment, you must cancel within 24 hours or you will be charged a $25.00 fee. 
Please help us serve you better by keeping scheduled appointments. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Responsible Party Signature:  Date:    
 
 
 
 
 
 
 
 

- Insurance Policy Form Gentle Smiles 


