
NOTICE OF PR IVACY PRACTICES
T H IS NOT IC E DES CR IB ES HOW HEALT H INFOR MAT ION AB OUT YOU MAY B E US ED AND

DIS C LOS ED AND HOW YOU CAN GET ACCES S T O T H IS INFOR MAT ION .

P LEAS E R EV IEW IT CAR EFULLY.
T H E P R IVACY OF YOUR HEALT H INFOR MAT ION IS IMP OR TANT T O US .

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect ____/____/____, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effective for all health information that we maintain, including health information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

P ayment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations : We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals , evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.

To Your Fami ly and Friends : We must disc lose your health information to you, as described in the Patient
R ights section of this Notice. We may disclose your health information to a family member, friend or other person
to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so.

P ersons I nvolved I n C are: We may use or disclose health information to notify, or ass ist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information.

Marketing H ealth-R elated S ervices : We will not use your health information for marketing communications
without your written authorization.

R equired by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may dis-
close your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.
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National S ecurity : We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelli-
gence, counterintelligence, and other national security activities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected health information of inmate or patient under certain circum-
stances.

Appointment R eminders : We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT R IGHTS
Acces s : You have the right to look at or get copies of your health information, with limited exceptions . You may
request that we provide copies in a format other than photocopies. We will use the format you request unless we
cannot practicably do so. (You must make a request in writing to obtain access to your health information. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us
a letter to the address at the end of this Notice. If you request copies, we will charge you $0.______ for each page,
$______ per hour for staff time to copy your health information, and postage if you want the copies mailed to you.
If you request an alternative format, we will charge a cost-based fee for providing your health information in that
format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us
using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

R es triction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify the alternative means or location, and provide satisfactory explanation how payments will be handled under
the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing,
and it must explain why the information should be amended.) We may deny your request under certain circumstances.

E lectronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you
may complain to us using the contact information listed at the end of this Notice. You also may submit a written
complaint to the U.S . Department of Health and Human Services. We will provide you with the address to file your
complaint with the U.S . Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file
a complaint with us or with the U.S . Department of Health and Human Services.

Contact Officer: _____________________________________________________________________________________

Telephone: __________________________________________Fax: ___________________________________________

E-mail:____________________________________________________________________________________________

Address: __________________________________________________________________________________________

© 2002, 2009 American Dental Association. All rights reserved.

Reproduction and use of this form by dentists and their staff for non-commercial use is permitted. Any other use, duplication or distribution of this form by any other
party requires the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



f,iii,.ri;:; i,lil iil :)iJ ii, fi i.$i I:
PANEilT ACKT{OWTEDGETNEHT OF RECEIPT OF HOTICE OF PRIVACY PRACTICES

AHD COH$EhIT/ Uf,IITED AUTHORIZAIIOil & NEUASE FONT,I
You moy refuse to sign ihis ocknowledgemenl & oufhodeotion. In refusing we moy noi.be sflowed to process yorr insuronce clqims.

Dote:
The undersigned ocknowledges receipt of c copy of lhe cunenlly effective Nolice of Privocy Prqciices lor
fhis heallhcore focifity. A copy of this signed, doled documenl shqll be os effective os ihe odginol.
}1AY SrSFt,&TUkfr Wrt!. ALS# $trtrVfi AS & Pr'{r m#fit}tu1BN'i? nELgp,Sg SF{*["i!"A r ftgft{iEsT TeFS,Y&Strh{T *S
8An'##*AF*{S *F $f;FiT T* (}THHR ATTg*,t*tfl'# $#{:T*& i tsAclt$?iU$ ffi{ TF{fi FrJTtJftg.

Pleosepftl nome of Potient Pleosesion for Patient / Guordion of Potient

Legcl Representcrtive / Guordion Relofionship of Legol Representotive / Guordian

Your comrnenis regording Acknowledgerrenh or Consents:

HOW DO YOU WANT TO 8E ADDRESSED WHEN SUMMONED FROMTHE RECEPTION AREA:
tr First Nome Only tr ProperSurnome tr Oiher-

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION:
{This includes slep porents, grondporents ond ony ccre takers who con have occess lo lhis patient's
records):
Name: Relotionship:

Relotionship:Ncme:

I AUTHORIZE CONTACT FROMTHIS OFFICE TO
INFORifiATION VIA:

tr Cell Phone Confirmaiion tr Text Messoge to my Cell Phone
fl Home Phone Confirmqiion tl ErnoilConfirmqtion
tl Wsk Phone Conflrmotion tr Any of the Above

I AUTHORIZE INFORTTIATION ABO.UT MY HEALTH BE CONVEYED VIA:

tl Cell Phone Confirmotion tr Text Messoge lo my Cell Phone
El Home Phone Confirmotion tr EmqilConfirmotion
tr Work Phone Confirmsiion tl Any of lhe Above

IAPPROVF BEING CONTACTED ABOUT
!il&.on beholf of this Heolthcore Fccilily vio:

n Phone Messcge tr Any of fhe Above
n Text Messoge EI None of fhe above {opt out}
n Emcril

ln signing lhis HTPAA Palionl Acknowledgrernent Fom, you ocknowledge qnd authodze, thot this office moy recommend producis of
services 1o promole your improved hedth. thb offrce mcy or mcy nol r€ceive third porty rcmunenrtion from ihese offilioied conpanies.
We, urder cu.rent HIPAA Omnibus Rule, provide yclu lhis infomolion wilh your knowledge ond conseni.

O{Ars Urc Or{Y
As Pd\Ecy Otficer, I dtlempied lo oblcin the potleni's {or represenlolives} dgnalure on ihis Acknowledgement but did nol becouse:

ll wos ei"nergiency treolment
I could nol commun:icoie wilh lhe polienl
The potienl refused lo sign
the polienl wos unoble io s'rgn beccruse
Oiher lpeose descdbe)

ttPtl mod. E{JYR
OAll Righls Rererv€d

Sigrrot.rre of Priwcy Officer



AUTHORIZATION. RELEASE AND AGREEMENT TO PAY FOR SERWCqS RENDERED

I aatharize the Beck Dental Center, P.C. to release any information including the diagnosis and the records of any treetment or
exsminstitxt rendered tu arc during Ihe period of stsch dental c{Ere to third party ptly*{)rs s*d./or other hnltlr practilittnets
necessary for ohtnining payment of servircs perJbrrned and./or tr#tmeilt to be rcft{tered,

I authorize mtd hereby request my insurance compflnJ, to pay directly to the Beck Dentsl Center, P,C. ony insurance benejils
otherwise payable to me. I understand that I tm responsible for hnowing what my dental benetits, coveutge's, limitations and
and exclusiofts sre, as well as determining whether Beck Dental Center, P.C. is affiliated with my insurance phn, I understand
thut nty dental insurance catier may pa], Iess than the sctusl bill fot services rendered *s s yesult ol these indi'.'idual contrecl
{imittfii€}ns an$ or exclasi*ns, I agree tc lte resptttsibi* f*r p*yn**t t:f all servircs rendered t}n my beftnlf *r *n bef*lf ef nry
dependenls.

If I da not psy tlte entire new balanee owed withinjiti asys of the montltly billing date, a late charge af 1.5% per montlt on the
bslance then unpaid and owed will be assessed, us allowed by state lsw.

I realiZe thatfailure to krcp the rt:+:oant c#ffefit ln{ty result in tny being unuble !* reeive denl*l services exrcptfor ttent&l
emergencies or where there is prepayment for udditional serviees.

In tlte case of default on pqtmerrt of this account, I ilgree to ptty colleaions costs, billing fees, uccrued interest chatges, court
cosls &nd reusonable attorney fees incuned in the &tlempt to collect on lltis amoant or any future outstancllng accoant bultflces.

I aathorize the conversion of uny paper checks presenled whether in person or by muil to ELECTONIC FUNDS TRANSFER
{ilFT} aad the debitirzg *f mg rct*antftr p*y*ercl on F*y lree$uft!. lf the Ei:T'*r dtei:k rclarns xnptcid, I tzgree$ t* pay tke EI:T
*r c*etk plas arty cnd *ll rpplieablefe* *r t*{ ?t {t:;!Etx*efee dt*z*ed by s1*te law $' E*'7' {sS ar **e& dehil i*} t{i rrly utc.tutrt,

I ucknawledge rcceipt of the I{ELCOME LETTER thut explains the offiee polieies.

I understsnd that q minimum af 48 hours notlce must be given for cancellation or rescheduling af an appointment(s) or $r,
administrfttive fee of $5Q for a-wegkc!@ eppointment or $l Qfl,fuLq-Sdutdsr sppointment will be apptied to m.y uccoant ,for e*rh
uppointnrcnl schedaled thct dry. I further underst{tttd a LATE ARRIvAL t}rttt !}t'events srffititnt time lo Ll*tteplele tlee schet{ulrd
pratedure(s) will be considered u FiO SIIGW and the previousbr stor"U U"rr,nent fee(s) wttt be churge to the uccount. I
undenland thut I am responsible for poyment of suid fee.

I further understend that flny and all estimuted co-puys und or deductibles ure dae flnd
pilyahle at the time services are rendered.

{For your convenience we offer thefollowing mcthods af payment: CASH, PERSONAL CHECK, DEBIT
CARD,ALL MAJOR CREDIT CARDS and CARE CREDIT. Please askfor details on CARE CREDIT.)

Print Patient Name:

X

Dute:

Signaturc Putient, Purent, Guardian or Personal Reprcsentstive

Tlnnk youfor your co-operation. Yaar complience with the sbove ilgreement allows us to more effectivetjt
and efficiently meet your dental needs. If you have any queslions regarcling yoar treatment or accoant $t
$ny.tiftte, plerzse aslt. We ars {rlw{sys happy t* tsssi.ct"

p.entol Cenler, P.C. 233 8.84h Dr.. Suite t06 ilterrllhtille, IN 464 I A 219-73623$9



BECX DINTAT CE[{TE& P.C.
ffdrard L 8eck, D,D.S.
233 E.84n Dr.,suite 106
MerrilMlfe,lN 4fl10
Phone: 219.736.2309
Faxr 219.735.2328
E-mail: beckdehtalcenter@gmail.com

AUTHORIZATION TO RELEASE RECORDS AND/OR RADIOGRAPHS

Accurate diagnosis and $€atment planning requires radiographs {x-nys}. lf you have had any dental radiographs
taken at yeur previous dentaloffice - bitewings {?4 films} within the last year, panoramic {pano} or fullmouth
series {1&22 filrns} within th€ bst 5 years, we regues't they be fonaarded to our office for our records.

Your insurance carrier places a lim?tation on the frequency that ndi€raphs may be taken to be covered as a
benefit on you poliry. lf they are not covered as a result of this frequency the patbnt or guarantor are responsible
forthe cost 6f a new one/setto be taken in order to provide yau whh an accurate diagnosis,

Please comphte the following to f,acilitate our efforts on your behalf to obtain these needed diagnostb tooh:

Previous Ser*al Offfc* Name: - Phone :

Patient f.farne:

Address:

Birthdate:

City: State: 
- 

Ap:

Additianal family members to include with this reguest:

Name: Birthdate:

Birthdate:

Eirthdate:

hereby authorize the release of any current dental records and/or
radlryraphs of the abo\re listed patients. I further request th'rs information be fonrarded either by e-mailor mail
tothe offrce listed above.

Name:

Name:

1-.

Signature:
Patient, Par€nt or Guarantor

Date:
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