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HIPAA PATIENT’S AUTHORIZATION 
THIS FORM IS TO CONFIRM YOUR AUTHORIZATION TO USE OR DISCLOSE YOUR PROTECTED HEALTH 
INFORMATION FOR THE DAILY HEALTHCARE OPERATIONS OF COSMECTIC AND FAMILY DENTAL CENTER (SAMUEL 
K HUANG D.D.S AND ASSOCIATES). 

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 (HIPAA). I understand that by signing this consent I authorized 
you to disclose my protected health information to carry out: 
 

TO PROVIDE TREATMENT 

We will use your HEALTH INFORMATION within our office to 
provide you with the best dental care possible. This may 
include administrative and clinical office procedures designed 
to optimize scheduling and coordination of care between 
hygienist, dental assistant, dentist, and business office staff. 
In additional, we may share your health information with 
physicians, referring dentists, clinical labs, pharmacies or 
other health care personnel providing you treatment. 

TO OBTAIN PAYMENT 

We may include your health information with an invoice used 
to collect payment of treatment you receive in our office. We 
may do this with insurance forms filed for you in the mail or 
sent electronically. We will be sure to only work with the 
companies with a similar commitment to the security of our 
health information. 

IN PATIENT REMINDERS 

Because we believe regular care is very important to your 
oral and general health, we will remind you of a scheduled 
appointment or that it is time for you to contact us and make 
an appointment. Additionally, we may contact you to follow up 
on your care and inform you of treatment options or services 
that may be of interest to you or your family. These  

communications are an important part of our philosophy of 
patterning with our patients to be sure they receive the best 
preventive and restorative care modern dentistry can provide. 
They may include postcards, folding postcards, letters, 
telephone reminders, email or texting. 

PUBLIC HEALTH AND NATIONAL SECURITY 

We may be required to disclose to Federal Officials or military 
authorities health information necessary to complete an 
investigation related to public health information necessary to 
complete an investigation related to public health or national 
security. Health information could be important when the 
government believes that the public safety could benefit when 
the information could lead to the control or prevention of an 
epidemic or the understanding of new side effects of a drug 
treatment or a medical device. 

FAMILY, FRIENDS AND CARE GIVERS 

We may share your health information with those you tell us 
will be helping you with your home hygiene, treatment, 
medication, or payment. We will be sure to ask your 
permission first. If there is an emergency, where you are 
unable to tell us what you want we will use our very best 
judgment when sharing your health information only when it 
will be important to those participating in providing your care. 

 

If you sign this authorization, you may revoke it later.  The only exception to your right to revoke is if we have already acted in 
reliance upon the authorization.  If you want to revoke your authorization, send us a written or electronic note telling us that your 
authorization is revoked.  Send this note to the office where you receive your dental treatment. 

I HAVE READ AND UNDERSTAND THIS FORM. I AM SIGNING IT VOLUNTARILY. I AUTHORIZE THE 
DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM. 
 
Patient signature: _______________________________________________Date: ________________________ 
 
If you are signing as a personal representative of the patient, describe your relationship to the patient and the 
source of your authority to sign this form: 
 
Relationship to Patient: ___________________________ Print Name: _________________________________ 
 
Signature: _____________________________________________________Date: ________________________ 
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Our Financial Policy 
 
Thank you for choosing Cosmetic and Family Dental Center (Samuel Huang, D.D.S.) as your dental care provider. 
We are committed to your treatment being a success. Our insurance department and patient finance counselor(s) will 
work very hard to make sure your paperwork is filed accurately and promptly. 

 
Please understand that insurance reimbursement can be a long and difficult process for our office. In fact, insurers will 
routinely stall, deny and reduce payments. Our office as convenience and service to you will bill your insurance 
company on the date of your appointment. 
 
By Maryland State Law, your insurance carrier has 30 days to expedite any claim. In the event that your insurance 
does not reimburse us within 45 days, we will transfer the balance to your account. Please note: we do not accept 
assignment of auto related or worker’s compensation related claims. 
 

WE ACCEPT ALL MASTERCARD/VISA, DISCOVER, CHECK CARDS, CHECKS AND CASH. 
 

 
PPO PLANS 

Please check with our office to verify if we are 
contracted with your group to accept the discounted 
rate. 

INSURANCE POLICIES 

Although we try to accommodate our patients and 
their insurance companies we do not practice dentistry 
according to what is covered on an insurance policy 
but by the highest quality dentistry we can perform. It 
is the patient’s responsibility to know their individual 
policy and what benefits are covered. We recommend 
that you discuss any dental concerns that you may 
have with the dentist and any insurance concerns you 
may have with your insurance company. 

SECONDARY INSURANCE PLAN 

Having more than one insurer DOES NOT necessarily 
mean that your services are covered at 100%. 
Secondary insurers will pay as a function of what your 
primary carrier pays. We may bill your secondary 
carrier as a courtesy. You are responsible for any 
balances after your primary insurance has paid its 
portion. We do not wait on payment from secondary 
insurance companies. 

LEGAL ASSIGMENT 

I, undersigned, understand that I am financially 
responsible for those charges not paid by my 
insurance company and agree that if, upon default, 
this matter is referred to an attorney for collection, the 

undersigned agrees to pay any attorney’s fee of thirty-
three percent (33%) of the outstanding balance at the 
undersigned, and any and all court costs incurred 
therein. 

RETURNED CHECKS 

It is our policy to charge a fee of $35.00 for any 
returned checks. We reserve the right to request 
future payments to be made by cash, credit cards or 
money orders. 

USUAL AND CUSTOMARY 

Our practice is committed to providing the best 
treatment for our patients and we charge what is usual 
and customary for our area. You are responsible for 
payment regardless of the insurance company’s 
arbitrary determination of usual and customary rates. 

CANCELLATION/MISSED APPT 

I, the undersigned, understand that this office has a 24 
hour cancellation/missed appointment policy that is 
enforced. I will be responsible for any fees that incur 
from any missed appointments or appointments that 
are cancelled less than 24 hours before the 
appointment time.  

DIVORCE DECREES/MINOR PATIENTS 

This office is NOT a party to your divorce degree. 
Adult patients are responsible for their bill at the time 
of service. The responsibility for minors rests with the 
accompanying adult. For accompanied minors, non-
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emergency treatment will be denied unless charges 
have been pre-authorized to an approved credit plan, 
Visa/MasterCard, or payment by cash or check at the 
time of service has been verified. 

INTERESTS AND RE-BILLING FEES 

We are not a billing company. We reserve the right to 
charge interest in the amount of 1.5% as provided by 
state law. Any claim that should become 90 days past 
due will be applied to your account. You will be 
responsible for any balances not paid by your 
insurance company. Finance charges will accrue if not 
paid within 30 days.  

 

COMPLETION OF FORMS 

We will be happy to resubmit a claim or pre-
authorization for you; however, there will be a fee for 
this. This includes any faxes or mailed claims. Should 
we be required to phone your insurance company on 
your behalf, again, a fee will apply. The patient will 
receive a statement for these services. 

DUPLICATION OF RECORDS 

We are required by law to keep your original x-rays 
and record for five years. If we should need to 
duplicate any x-rays there will be a charge for this 
service. Please allow 2-3 business days for 
duplications. 

 
CONSENT FOR TREATMENT 

The undersigned certifies that he/she has read and understands the foregoing paragraphs and is the patient or 
parent or guardian of the patient, or duly authorized to execute the above and accept it’s terms. I agree to be 
bound by these terms. I also understand and agree that such terms may be amended from time to time by the 
practice.

I hereby give consent to the dentist and/or his/ her designees(s) for treatment and for the administration of 
medication and for the performance of diagnostic or treatment procedures she/he deems necessary. I 
understand that no guarantee of assurance have been made as to the results that may be obtained. 
 
I, THE UNDERSIGNED, HEREBY AUTHORIZE AND ASSIGN PAYMENT OF DENTAL BENEFITS BY MY 
INSURNACE COMPANY TO SAMUEL HUANG D.D.S. FOR SERIVCES RENDERED. 
 
 

PLEASE PRINT AND SIGN BOTH LINES 
 
 

Patient (Print name): _______________________________________  Date: _________________ 
 
 
Patient Signature:       _______________________________________ Date: _________________ 
 
 
Guarantor/Responsible Party (Print name): _____________________________ Date: __________ 
 
 
Guarantor/Responsible Party (Signature): ______________________________ Date:___________ 
 
 

 
 
 


