




 
 

HIPPA - PATIENT CONSENT FORM 
 

 

I understand that I have certain rights to privacy regarding my protected health information.  These rights are 

given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPPA).  I understand that 

by signing this consent I authorize you to use and disclose my protected health information to carry out: 

 

 Treatment (including direct or indirect treatment by other healthcare providers involved             

in my treatment); 

 Obtaining payment from third party payers (e.g. my insurance company); 

 The day-to-day healthcare operations of your practice. 

 

I have also been informed of, and given the right to review and secure a copy of your Notice of Privacy 

Practices, which contains a more complete description of the use and disclosures of my protected health 

information, and my rights under HIPPA.  I understand that you reserve the right to change this notice from 

time to time and that I may contact you at any time to obtain the most current copy of this notice. 

 

I understand that I have the right to request restrictions on how my protected health information is used and 

disclosed to carry out treatment, payment, and health care operations, but that you are not required to agree to 

these requested restrictions.  However, if you do agree, you are then bound to comply with this restriction. 

 

I understand that I may revoke this consent, in writing, at any time.  However, any use or disclosure that 

occurred prior to the date I revoke this consent is not affected. 

 

 

Signed this  ______  day of  _________________,  20_____. 

 

 

Print Patient Name: ________________________________________________________ 

Relationship to Patient: _____________________________________________________ 

Signature: _______________________________________________________________ 



 

 
 
 

Patient Missed Appointment Policy 
 

In an effort to improve access for all patients, Hampton Pediatric Dental will actively work to 
reduce missed appointment activity, or no show appointments. We aim to provide the best 
quality of care for your child’s dental needs.  
 
To ensure our patients do not miss their appointments, Hampton Pediatric Dental uses an 
automated appointment reminder system that sends out alerts through phone call, email, and 
text messaging. 
 
Please make sure that all of your contact information is up-to-date each time you check in for 
an appointment. 
 
We understand that circumstances arise resulting in the need to cancel an appointment. 
 
Please notify us of any cancellations 24 hours prior to your scheduled appointment time. This 
will allow our office enough time to fill the appointment slot with another patient in need. 
 
Hampton Pediatric Dental also understands that emergencies and unforeseen circumstances 
may cause our patients to miss an appointment. For this reason, after your first missed 
appointment we will give you an opportunity to reschedule. 
 
However, if two missed appointments occur, you will be charged a $25 fee.  
 

We hope we can work with you to prevent this from happening. 

 

____________________________________________________________         _____________________ 

Patient Name (Printed)                                                                     Date of Birth 
 
 
 
_________________________________________________        _________________ 
Patient/Guardian Signature                                                               Date 



 
 

 

 
PAYMENT AGREEMENT 

 

 

By signing this form I understand that Hampton Pediatric Dental Associates will bill my child’s 

insurance first for my child’s treatment today.  If for any reason the insurance company does not 

pay any or part of the bill I will be responsible for payment. If the patient does not have any 

insurance, I am aware that payment is due at the time of the visit. 

 

 

 

Date: ___________________________________________ 

Print Patient Name: ________________________________________________________ 

Relationship to Patient: _____________________________________________________ 

Signature: _______________________________________________________________ 
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