






       *   For Crown and Bridges:  I understand it is not possible to match the color of natural teeth 
exactly with artificial teeth.  I further understand I will be wearing temporary crowns and will ensure 
that they are kept on the tooth until the definite crown/bridge is cemented.  I will verify the shape, 
color and size at the first appointment as the crown will be ready to cement at the following 
appointment.  Endodontic procedures (root canals) are sometimes necessary after the preparation for 
the crown; root canals are a separate procedure and you may need to see a specialist if a root canal is 
needed.  For implant crowns, we are not responsible for the successful placement and guarantee of the 
implant as we did not perform the implant placement. 
       *   For Endodontic Treatment (Root Canal):  I realize there is no guarantee that root canal 
treatment will save my tooth, and that a complication can occur from the treatment that may 
necessitate the extraction of the tooth.  Occasionally metal objects are cemented in the tooth or 
extend through the root, which may/may not necessarily affect the success of the treatment.  I 
understand there is considerable risk of instrument separation during root canal treatment in which 
referral to an Endodontist may be necessary to evaluate the situation, complete root canal treatment 
and/or perform surgical procedures to increase the root canal success.  I understand that occasionally 
that additional surgical procedures may be necessary following root canal treatment, root canals may 
have to be retreated, referral to an Endodontist (Ex:  complicated root canal anatomy, inability to 
locate canals, calcified canals) may be necessary.  If a tooth fracture is present, it may not be visually 
detected but may lead to the loss of the tooth, even after a root canal is performed. 
       *   Children:  Should at anytime a child/dependent, become uncooperative during treatment with 
movement of the head, arms and/or legs, it may be necessary to terminate treatment.  If a decision is 
made to terminate care, the current procedure being performed will be brought to a logical closure.  
Logical closure requires the cooperation of the patient in order to prevent pain and infection that can 
result from open teeth.  During disruptive behavior incidents, it may be necessary for the assistant(s) 
to hold the patients hands, stabilize the head, and/or control leg movement in order to close a tooth.  
A bite block may be necessary to maintain mouth opening. 
       *   During any course of treatment, complications may arise that may necessitate additional 
procedures or after the propose course of treatment.  Such complications may include, but are not 
limited to, the need for a root canal or extraction.  I acknowledge the practice of dentistry is not an 
exact science and offers no guarantees.  When administering anesthetic, there is a rare but 
unavoidable risk of possible nerve damage, paralysis, and/or dysesthesia.  These complications may be 
temporary or permanent. 
Signature of person consenting to treatment:  I have had sufficient opportunity to discuss the 
treatment plan, the benefits to be reasonable expected from this treatment, as well as the 
alternative approaches, including no treatment.  All of my questions have been answered to my 
satisfaction, and I consent to the treatment and procedures prescribed.  I confirm I have read this 
form or it was read to me. 
I authorize the dentist to release any information including the diagnosis and the records of any 
treatment or examination rendered to me or my child during the period of such dental care to third 
party payors and/or health practitioners.  I authorize and request my insurance company to pay 
directly to the dentist or dental group insurance benefits otherwise payable to me.  I understand that 
my dental insurance carrier may pay less than the actual bill of services.  I agree to be responsible to 
payment of all services rendered on my or my dependants’ behalf. 
 
Patient or Guardian Signature__________________________________ 
 
Print Name________________________________________________ 
 
Relationship_______________________________________________ 
 
Dentist Signature_______________________________Date________ 



       HIPPA Notice of Privacy Practices 
 
                                          Halifax Plantation Dental Spa 
                                               Dr. Jennifer L. Fraser 
 
 
 
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.  
 
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to 
carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or 
required by law.  It also describes your rights to access and control your protected health information.  “Protected 
health information” is information about you, including demographic information, that may identify you, and that 
relates to your past, present or future physical or mental health or condition and related health care services. 
1. Uses and Disclosures of Protected Health Information  
 
Your PHI may be used and disclosed by your physician, our office staff and others outside of our office that are 
involved in your care and treatment for the purpose of providing health care services to you, to pay your health 
care bills, to support the operation of the physician’s practice and any other use required by law. 
 
Treatment: We will use and disclose your PHI to provide, coordinate, or manage your health care and any related 
services.  This includes the coordination or management of your health care with a third party.  For example, we 
would disclose your PHI, as necessary, to a home health agency that provides care to you.  For example, your PHI 
may be provided to a physician to whom you have been referred to ensure that the physician has the necessary 
information to diagnose or treat you. 
 
Payment:  Your PHI will be used, as needed, to obtain payment for your health care services.  For example, 
obtaining approval for a hospital stay may require that your relevant PHI be disclosed to the health plan to obtain 
approval for the hospital admission.  
  
Healthcare Operations:  We may use or disclose, as needed, your PHI in order to support the business activities of 
your physician’s practice.  These activities include, but are not limited to, quality assessment activities, employee 
review activities, training of medical students, licensing, and conducting or arranging for other business activities.  
For example, we may disclose you PHI to medical school students that see patients at our office.  In addition, we 
may use a sign-in sheet at the registration desk where you will be asked to sign your name and include your 
physician.  We may also call your name in the waiting room when your physician is ready to see you.  We may use or 
disclose you PHI, as necessary, to contact you to remind you of your appointment. 
 
We may use or disclose your PHI in the following situations without your authorization.  These situations include:  
as required by law, Public Health issues as required by law, Communicable Diseases:  Health Oversight:  Abuse or 
Neglect:  Food and Drug Administration requirements:  Legal Proceedings:  Law Enforcement:  Coroners, Funeral 
Directors, and Organ Donation:  Research:  Criminal Activity: Military Activity:  National Security:  Workers’ 
Compensation:  Inmates:  Required Uses and Disclosures: Under the law, we must make disclosures to you and when 
required by the Secretary of the Department of Health and Human Services to investigate or determine our 
compliance with the requirements of Section 164.500. 
 
Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or 
opportunity to object unless required by law. 
 
You may revoke this authorization, at any time, in writing, except to the extent that your physician or the 
physician’s practice has taken an action in reliance on the use or disclosure indicated in this authorization. 
 
 
 



 
 
Your Rights  
Following is a statement of your rights with respect to your PHI. 
 
You have the right to request a restriction of your PHI. Under federal law, however, you may not inspect or 
copy the following records; psychotherapy note; information compiled in reasonable anticipation of, or use in, a civil, 
criminal, or administrative action or proceeding, and PHI that is subject to law that prohibits access to protected 
health information. 
 
You have the right to request a restriction of your PHI.  This means you may ask us not to use or disclose any 
part of your PHI for the purposes of treatment, payment, or health operations.  You may also request that any part 
of your PHI not be disclosed to family members or friends who may be involved in your care or for notification 
purposes as described in this Notice of Privacy Practices.  Your request must state the specific restriction and to 
whom you want the restriction apply. 
 
Your physician is not required to agree to a restriction that you may request.  If the physician believes it is in your 
best interest to permit use and disclosure of your PHI, your PHI will not be restricted.  You then have the right to 
use another heath care professional. 
 
You have the right to request to receive confidential communications from us by alternative means or at an 
alternative location.  You have the right to obtain a paper copy of this notice from us, upon request, even if 
you have agreed to accept this notice alternatively i.e. electronically. 
 
You may have the right to have your physician amend your PHI.  If we deny your request for amendment, you 
have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and 
will provide you with a copy of any such rebuttal. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your PHI. 
 
We reserve the right to change the terms of this notice and will inform you by mail of any changes.  You then have 
the right to object or withdraw as provided in this notice. 
 
Complaints, You may complain to us or the Secretary of Health and Humane Services if you believe your privacy 
rights have been violated by us.  You may file a complaint with us by notifying our privacy contact of your complaint.  
We will not retaliate against you for filing a complaint. 
 
This notice was published and becomes effective on/before April 14, 2003. 
 
We are required by law to retain the privacy of, and provide individuals with, this notice of our legal duties and 
privacy practices with respect to PHI.  If you have any objections to this form, please ask to speak with our HIPPA 
Compliance Officer in person or by phone at our main phone number. 
 
 
Signature below is only acknowledgement that you have received this Notice of Privacy Practices: 
 
 
 
Print name __________________________  
 
 
 
Signature: _____________________________                Date: __________ 
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