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Patients have the right to review or receive copies of their personal dental information.
You must request in writing to obtain access to your information from our HIPAA Compliance
Officer. For this request, the fee is $35.00 for our staff to copy your dental information and
dental radiographs, and to package and mail this information.

For transfer of your child’s dental records, please ask your new dentist to request the dental
records. If your dentist requests this information, there will not be a fee. If the parent
requests this information, the fee for a patient’s treatment summary and radiographs is
$15.00.

For Questions and Complaints

If you want more information concerning our privacy practices or your rights, please contact
the following:

Compliance Officer: Kimberly Beckner

Telephone: 757-467-7797
Fax: 757-474-1493

RECEIPT OF NOTICE OF PRIVACY PRACTICES

I,_____________________________, have received a copy of this practice’s Notice of
Patient Privacy Practices and hereby give my consent to your use and disclosure of my
protected health information to provide treatment, payment and health care operations.

Patient Name____________________________________________

Parent/Guardian___________________________Date____________

Please list any individual(s) that the practice may discuss your child’s treatment:

Name Relationship

Name Relationship

You may refuse to sign this acknowledgment, however your signature is needed in order for the
practice to communicate with other health providers and to file your dental insurance.

Practice Purpose Only

Our practice attempted to obtain written statement for Notice of Privacy Practices. Receipt
could not be obtained for the following reasons:

■■ Patient refused to sign notice

■■ An emergency occurred and prevented us from obtaining a signature.


