
PRIVACY PRACTICES RECEIPT /  CONSENT FORM 
 
 
 
Patent Giving Consent: __________________________________________________________ 
 
TO THE PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.  
 
Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected 
health information to carry out treatment, payment activities, and healthcare operations.  
Notice of Privacy Practices: You have the right to read the Notice of Privacy Practices before you 
decide whether to sign this Consent. Our Notice provides a description of our treatment, payment 
activities, and healthcare operations, of the uses and disclosures we may make of your protected health 
information, and of other important matters about your protected health information. A copy of our 
Notice accompanies this Consent. We encourage you to read it carefully and completely before signing 
this Consent.  
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If 
we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain 
the changes. Those changes may apply to any of your protected health information that we maintain.  
You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any 
time by contacting:  
 

Michael C. Tepedino, DDS 
524 Bay Ridge Parkway 

Brooklyn, NY 11209 
 
Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice 
of your revocation submitted to the Contact Person listed above. Please understand that revocation of 
this Consent will not affect any action we took in reliance on this Consent before we received your 
revocation.  
 
SIGNATURE  
 
I have had full opportunity to read and consider the contents of this Consent form and the Notice of 
Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your use 
and disclosure of my protected health information to carry out treatment, payment activities, and heath 
care operations.  
 
Signature: _________________________________________________ Date: _________________ 
 
If this Consent is signed by a personal representative (parent/guardian) on behalf of the patient, 
complete the following:  
 
Personal Representative’s Name: _______________________________________________  
 
Relationship to Patient: _______________________________________________ 
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REVOCATION OF CONSENT  
 
I revoke my Consent for your use and disclosure of my protected health information for treatment, 
payment activities, and healthcare operations.  
 
I understand that revocation of my Consent will not affect any action you took in reliance on my 
Consent before you received this written Notice of Revocation. I also understand that you may decline 
to treat or to continue to treat me after I have revoked my Consent.  
 
Signature: _________________________________________________ Date: _________________ 
 
If this Revocation of Consent is signed by a personal representative (parent/guardian) on behalf of the 
patient, complete the following:  
 
Personal Representative’s Name: _______________________________________________  
 
Relationship to Patient: _______________________________________________ 
 
 
PATIENT/RELATIVE HIPAA CONSENT  
 
I understand that by signing this Consent form, I am giving my consent to the dental office of Michael 
C. Tepedino, DDS to disclose and discuss my protected health information to carry out treatment, 
payment activities and health care operations with the following family member:  
 
Name: _____________________________________________________________________________ 
 
Relationship:_________________________________________________________________________ 
 
Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice 
of your revocation. 
 
 
_________________________________________________________________            _____________ 
Patient’s Signature (Legal Guardian, if Patient is a minor)                                                    Date:  
 
 
RESTRICTION OF PROTECTED HEALTH INFORMATION (PHI)  
 
I request Great Expressions Dental Centers restrict the disclosure of my PHI to those specified below:  
 
Name: ___________________________________________________________________________ 
 
Name: ___________________________________________________________________________ 
 
Signature: _________________________________________________ Date: _________________ 



X-RAYS AND PHOTOGRAPHS 
 
I authorize Dr. Tepedino and his team to take any x-rays and photographs deemed necessary for the 
detection and diagnosis of oral diseases. I authorize the release of this and any other information to my 
insurance company necessary for processing my dental claim (if applicable and according to HIPPA).  
 
FINANCIAL POLICY 
 
We are committed to providing you with the best possible care, and we are pleased to discuss our 
professional fees with you at any time. Your clear understanding of our Financial Policy is important to 
our professional relationship. Please ask if you have any questions about our fees, Financial Policy, or 
your responsibility.  
 
• ALL PATIENTS MUST COMPLETE OUR “PATIENT INFORMATION FORM” BEFORE 
SEEING THE DENTAL PROFESSIONAL.  
• FULL PAYMENT IS DUE AT TIME OF SERVICE.  
• WE PROVIDE INSURANCE COMPANY BILLING AS A COURTESY TO OUR PATIENTS. 
THE PATIENT PORTION OF PARTICULAR DENTAL SERVICE(S) IS ESTIMATED AND 
DUE AT THE TIME OF SERVICE.  
• WE ACCEPT CASH, CHECKS, VISA, MASTER CARD, AND CARE CREDIT.  
 
INSURANCE  
The claims we submit to insurance companies indicate that you have assigned those benefits to us. 
However, if you are paid by the insurance company instead of us, you then become responsible for the 
total account balance and payment would be expected immediately.  
If you or your family has more than one dental insurance program, we will assist you in obtaining the 
maximum benefits available.  
You as a patient are always responsible for any charges that are not covered by your insurance.  
 
DELINQUENT PAYMENTS  
It is our policy to charge finance fees at 1.5% for outstanding patient balances after the balance has been 
outstanding 30 days. In addition, all payments returned due to non-sufficient funds will be subject to a 
NSF fee of $25.00.  
 
MISSED APPOINTMENTS  
A scheduled appointment is a commitment of time between you and our practice. We have reserved  
that time just for you. When appointments are missed or cancelled, that time is permanently lost.  
Unless cancelled at least 24 hours in advance, our policy is to charge for missed appointments at the rate 
of $75.00 per each 45 minutes of missed appointment time. Please help us service you better by keeping 
scheduled appointments.  
 
Thank you for understanding and accepting our Financial Policy. Please let us know if you have any 
questions or concerns. 
 
_______________________________________________________________             ______________ 
Responsible Party Signature                                                                                            Date  
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Notice of Privacy Practices for Protected Health Information 
 
This notice describes how medical information about you may be used and disclosed and how you can 
get access to this information. Please review it carefully! 
With your consent, the practice is permitted by federal privacy laws to make uses and disclosures of 
your health information for purposes of treatment, payment, and health care operations. Protected health 
information is the information we create and obtain in providing our services to you. Such information 
may include documenting your symptoms, examination and test results, diagnoses, treatment, and 
applying for future care or treatment. It also includes billing documents for those services. 
  
Example of uses of your health information for treatment purposes: 
An assistant obtains treatment information about you and records it in a health record. During the course 
of your treatment, the doctor determines a need to consult with another specialist in the area. The doctor 
will share the information with such specialist and obtain input. 
  
Example of use of your health information for payment purposes: 
We submit a request for payment to your health insurance company. The health insurance company 
requests information from us regarding medical care given. We will provide information to them about 
you and the care given. 
 
Example of Use of Your Information for Health Care Operations: 
We obtain services from our insurers or other business associates such as quality assessment, quality 
improvement, outcome evaluation, protocol and clinical guidelines development, training programs, 
credentialing, medical review, legal services, and insurance. We will share information about you with 
such insurers or other business associates as necessary to obtain these services. 
  
Your Health Information Rights 
The health record we maintain and billing records are the physical property of the practice. The 
information in it, however, belongs to you.  
You have a right to: 
Request a restriction on certain uses and disclosures of your health information by delivering the request 
in writing to our office.We are not required to grant the request but we will comply with any request 
granted; 
Request that you be allowed to inspect and copy your health record and billing record—you may 
exercise this right by delivering the request in writing to our office; 
Appeal a denial of access to your protected health information except in certain circumstances; 
Request that your health care record be amended to correct incomplete or incorrect information by 
delivering a written request to our office; 
File a statement of disagreement if your amendment is denied, and require that the request for 
amendment and any denial be attached in all future disclosures of your protected health information; 
Obtain an accounting of disclosures of your health information as required to be maintained by law by 
delivering a written request to our office. An accounting will not include internal uses of information for 
treatment, payment, or operations, disclosures made to you or made at your request, or disclosures made 
to family members or friends in the course of providing care; 
Request that communication of your health information be made by alternative means or at an 
alternative location by delivering the request in writing to our office; and, 



Revoke authorizations that you made previously to use or disclose information except to the extent 
information or action has already been taken by delivering a written revocation to our office. 
If you want to exercise any of the above rights, please contact our administrator, in person or in writing, 
during normal hours. S[he] will provide you with assistance on the steps to take to exercise your rights. 
  
Our Responsibilities 
The practice is required to: 
Maintain the privacy of your health information as required by law; 
Provide you with a notice of our duties and privacy practices as to the information we collect and 
maintain about you; 
Abide by the terms of this Notice; 
Notify you if we cannot accommodate a requested restriction or request; and 
Accommodate your reasonable requests regarding methods to communicate health information with 
you. We reserve the right to amend, change, or eliminate provisions in our privacy practices and access 
practices and to enact new provisions regarding the protected health information we maintain. If our 
information practices change, we will amend our Notice. 
You are entitled to receive a revised copy of the Notice by calling and requesting a copy of our "Notice" 
or by visiting our office and picking up a copy. 
 
To Request Information or File a Complaint 
If you have questions, would like additional information, or want to report a problem regarding the 
handling of your information, you may contact our office administrator. 
Additionally, if you believe your privacy rights have been violated, you may file a written complaint at 
our office by delivering the written complaint to our office administrator. You may also file a complaint 
by mailing it or e-mailing it to the Secretary of Health and Human Services whose street address and e-
mail address is  200 Independency Ave. S.W. Washington, D.C., 20201, phone # 1-877-696-6775. 
We cannot, and will not, require you to waive the right to file a complaint with the Secretary of Health 
and Human Services (HHS) as a condition of receiving treatment from the practice. 
We cannot, and will not, retaliate against you for filing a complaint with the Secretary. 
 
Other Disclosures and Uses 
 
Notification 
Unless you object, we may use or disclose your protected health information to notify, or assist in 
notifying, a family member, personal representative, or other person responsible for your care, about 
your location, and about your general condition, or your death. 
  
Communication with Family 
Using our best judgment, we may disclose to a family member, other relative, close personal friend, or 
any other person you identify, health information relevant to that person's involvement in your care or in 
payment for such care if you do not object or in an emergency. 
  
 
 
 
 



Food and Drug Administration (FDA) 
We may disclose to the FDA your protected health information relating to adverse events with respect to 
products and product defects, or post-marketing surveillance information to enable product recalls, 
repairs, or replacements. 
 
Workers Compensation 
If you are seeking compensation through Workers Compensation, we may disclose your protected health 
information to the extent necessary to comply with laws relating to Workers Compensation. 
  
Public Health 
As required by law, we may disclose your protected health information to public health or legal 
authorities charged with preventing or controlling disease, injury, or disability. 
 
Abuse & Neglect 
We may disclose your protected health information to public authorities as allowed by law to report 
abuse or neglect. 
 
Correctional Institutions 
If you are an inmate of a correctional institution, we may disclose to the institution, or its agents, your 
protected health information necessary for your health and the health and safety of other individuals. 
 
Law Enforcement 
We may disclose your protected health information for law enforcement purposes as required by law, 
such as when required by a court order, or in cases involving felony prosecutions, or to the extent an 
individual is in the custody of law enforcement. 
  
Health Oversight 
Federal law allows us to release your protected health information to appropriate health oversight 
agencies or for health oversight activities. 
  
Judicial/Administrative Proceedings 
We may disclose your protected health information in the course of any judicial or administrative 
proceeding as allowed or required by law, with your consent, or as directed by a proper court order. 
  
Other Uses 
Other uses and disclosures besides those identified in this Notice will be made only as otherwise 
authorized by law or with your written authorization and you may revoke the authorization as previously 
provided. 
 
Website 
The most up to date version of this Notice will be on our website. 
 


