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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

 

I understand that, under the Health Insurance Portability & Accountability Act (“HIPAA”), I 
have certain rights to privacy regarding my protected health information.  I understand that 
this information can and will be used to: 

• Conduct, plan, and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in that treatment directly and indirectly 

• Obtain payment from third- party payers 

• Conduct normal healthcare operations such as quality assessments and physician 
certifications 

I have had full opportunity to read and consider the contents of the Notice of Privacy Policies.  I 
understand that I am giving my permission to your use and disclosure of my protected health 
information in order to carry out treatment, payment activities, and healthcare operations.  I 
also understand that I have the right to revoke permission. 

 

Patient/ Guardian Name (Printed): __________________________________________________________ 

Patient/ Guardian Signature: _________________________________________________________________ 

Date: ___________________ 
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FINANCIAL POLICY 

Thank you for choosing Dr. Somayeh Jahedi-O’Leary as your dental health care provider.  We are committed 
to quality dental care for you and your family.  Your clear understanding of our Financial Policy is important 
to our professional relationship.  Please speak with someone in our office if you have any questions about this 
policy. 

We charge what is usual and customary for the quality services we provide.  If we have a direct contract with 
your insurance company, we are bound by their fee schedule. 

Your insurance policy is a contract between you and your insurance company.  You have certain 
responsibilities, such as paying your deductible and co-pay at the time of service, and providing accurate, 
timely, and complete insurance information to this office. Please be sure we always have your current 
insurance information, so that we may correctly file your claims. 

If we are directly contracted with your insurance company, we will collect your deductible and co-pay at the 
time of service and bill you for any other charges for which you are responsible (non-covered services).  If we 
are NOT contracted with your insurance company, you will be required to pay in full at the time of service.  

Since we have no way to know all the individual insurance company policies, it is your responsibility to 
contact your insurance if you are concerned as to whether a charge is covered.  

I have read the above Financial Policy for this office and I agree to the terms listed above.  

 

__________________________________________________________________                  ____________________________________________ 

             Patient Signature                     Date 

 

Patient name (Printed): _____________________________________________________________________ 

Dental Insurance Company: _________________________________________________________________ 

Employer: _____________________________________________________________________________________ 

Policyholder/Employee: _____________________________________________________________________ 

Policyholder Birthdate: ______________________________________________________________________ 

Policyholder Social Security #: ______________________________________________________________ 

ID Number: ____________________________________________________________________________________ 

Group Number: _______________________________________________________________________________ 
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CANCELLATION POLICY 

 

Our office looks forward to working with you to keep your smile healthy & fresh!  Please 
remember that we reserve your appointment time exclusively for you.  If you are unable to 
keep the appointment, kindly provide us with 24 hours of notice so that we may make this time 
available to another patient. 

In the event you are unable to provide us with a 24-hour advance notification of cancellation, 
we reserve the right to charge a $35 fee, due prior to scheduling your next visit.  For your 
convenience, in the event of an emergency, our office maintains a 24-hour answering machine.  

Thank you for your cooperation and understanding. 

 

 

 

 

__________________________________________________________________                  ____________________________________________ 

           Patient Signature                   Date 
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