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UPDATES (7o be filled in at future appointments)
Has there been any change in your haalth since your last d:ental appaintment? [ Yes [T} No
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HIFAA OMNIBUS RULE
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND CONSENT/ LIMITED AUTHORIZATION & RELEASE FORM

You may refuse fo sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims.

Date:
The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for
this healthcare facility. A copy of this signed, dated document shall be as effective as the original.

MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD | REQUEST TREATMENT OR
RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE.

X

Please print name of Patient Please sign for Patient / Guardian of Patient
Legal Representative / Guardian Relationship of Legal Representative / Guardian

Your comments regarding Acknowledgements or Consents:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA
O First Name Only O Proper Sir Name [ Other

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION:

(This includes step parents, grandparents and any care takers who can have access to this patient’s
records):

Name: Relationship:

Name: Relationship:

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING
INFORMATION VIA:

O Cell Phone Confirmation # | )
O Home Phone Confirmation # ( )
0O Work Phone Confirmation # { )
O Any of the Above

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA:

O Cell Phone Confirmation # ( )
0O Home Phone Confirmation # ( )
U Work Phone Confirmation # | )
O Any of the Above

In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or services
to promote your improved health. This office may or may not receive ihird party remuneration from these offiliated companies. We, under
current HIPAA Omnibus Rule, provide you this information with your knowledge and consent.

Office Use Only

As Privacy Officer, | atempted to obtain the patient's [or representalives) signature on this Acknowledgement but did not because:
It was emergency freatment
| could not communicate with the patient
The patient refused fo sign
The patient was unable to sign because
Oiher (plecse describe)

[ ]]

Signature of Privacy Officer



ATTENTION PATIENTS

Regarding Composite Restoration (White Fillings)

Some Insurance Companies provide less coverage for “White” Fillings
‘than they will for “Silver” Fillings. Please be aware Composite fillings
arerdone in the best interest of the needs of our patients oral health

care by the dentist.

It is the Patients Individual Responsibility to “Know” your Individual
Dental Coverage as well as all Applicable Deductibles that may be a
factor in the payments we receive. If you have questions regarding your
coverage you should contact your insurance company prior to your
dental appointment. If you have questions regarding the choice of
materials, please ask your treating dentist.

Patient Signature




Snee Dental Associates
1145 East Maiden Street
Washington, PA 15301

We welcome you to our dental practice! We are pleased to offer you General
Dental procedures, as well as Orthodontics. To reduce any confusion later, please
read over this handout and provide us with your denta | insurance information
listed on the patient information forms. You may need to personally contact your.
dental insurance carrier if you are not aware of your coverage benefits and
limitations. This is “your responsibility” to be aware of your benefits and
limitations. We do not know your individual benefits...

Since there are multiple insurance companies, all with different rules and
regulations, we need you to obtain your specific information for your own
benefit. Which may require you calling the insurance company personally.

We will be glad to file your insurance claims for services provided and file
preauthorizations for services to be rendered that require an authorization, but
you must inform our office that an authorization is required prior to the service
being provided. However, please be advised that any services may be denied by
your insurance, you then become responsible for the outsta nding balance.

We need to know if yo"u are Self Insured or if your Employer provides your
insurance and who your Employer is / Insurance Company Name / Insurance
Mailing Address / Group Number / Subscriber ID Number / Insurance Contact
Phone Number in order to file your claim to insurance carriers.

- Thank you for choosing Snee Dental Associates as your hometown dentist, We
appreciate your business.



