




STATEMENT OF PRIVACY PRACTICES 

We, at Seattle Smile Works, are dedicated to protect the privacy rights of our patients and the confidential information 
entrusted to us.  The commitment of each employee to ensure that your health information is never compromised is a 
principle concept of our practice.  We may, from time to time, amend our privacy policies and practices but will always 
inform you of any changes that might affect your rights. 

Protecting Your Personal Healthcare Information 

We use and disclose the information we collect from you only as allowed by the Health Insurance Portability and 
Accountability Act and the state of Washington.  This includes issues relating to your treatment, payment, and our 
dental care operations.  Your personal health information will never be otherwise given to anyone – even family 
members – without your written consent.  You, of course, may give written authorization for us to disclose your 
information to anyone you choose, for any purpose. 

Our offices and electronic systems are secure from unauthorized access and our employees are trained to make certain 
that the confidentiality of your records is always protected.  Our privacy policy and practices apply to all former, current, 
and future patients, so you can be confident that your protected health information will never be improperly disclosed 
or released. 

Collecting Protected Health Information 

We will only request personal information needed to provide our standard of quality dental care, implement payment 
activities, conduct normal dental practice operations, and comply with the law.  This may include your name, address, 
telephone number(s), Social Security Number, employment data, medical history, health records, etc.  While most of the 
information will be collected from you, we may obtain information from third parties if it is deemed necessary.  
Regardless of the source, your personal information will always be protected to the full extent of the law. 

Disclosure of your Protected Health Information 

As stated above, we may disclose information as required by law.  We are obligated to provide information to law 
enforcement and governmental officials under certain circumstances.  We will not use your information for marketing 
purposes with your written consent. 

We may use and/or disclose your health information to communicate reminders about your appointments including 
voicemail messages, answering machines and postcards.  

Patient Rights 

You have a right to request copies of your healthcare information; to request copies in a variety of formats; and to 
request a list of instances in which we, or our business associates have disclosed your protected information for uses 
other than stated above.  All such requests must be in writing.  We may charge for your copies in an amount allowed by 
law.  If you believe your rights have been violated, we urge you to notify us immediately.  You can also notify the U.S. 
Department of health and Human Services. 

We thank you for being a patient at Seattle Smile Works.  Please let us know if you have any questions concerning your 
privacy rights and the protection of your personal health information. 
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Acknowledgement of Privacy Practices 
 

Seattle SmileWorks  
822A NE Northgate Way 

Seattle, WA  98125 
206-462-6255 

 

         My signature confirms that I have been informed of my rights to privacy regarding my protected health 
         information, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA). I understand   
         that this information can and will be used to: 
 
                ○  Provide and coordinate my treatment among a number of health care providers who may be 
                     involved in that treatment directly and indirectly. 
 
                ○  Obtain payment from third-party payers for my health care services. 
 
                ○  Conduct normal health care operations such as quality assessment and improvement activities.            
 
         I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete  
         description of the uses and disclosures of my protected health information.  I have been given the right to 
         review and receive a  copy of such Notice of Privacy Practices.  I understand that my dental provider has 
         the right to change the Notice of Privacy Practices and that I may contact this office at the address above 
         to obtain a current copy of the Notice of Privacy Practices. 
 
         I understand that I may request in writing that you restrict how my private information is used or disclosed 
         To carry out treatment, payment or health care operations and I understand that you are not required to 
         Agree to my requested restrictions, but if you do agree then you are bound to abide by such restrictions. 
 
         Patient Name: ________________________________________    Date: _______________________  
 
         Signature: ____________________________________________ 
 
         Relationship to Patient: ________________________________ 
 
         Dependent family members also covered by this acknowledgement: 
 
         ___________________________________________________________________________________ 
 
         Additional Disclosure Authority: 
         Any member of my immediate family __________________________________________Your Signature 
         Spouse only ____________________________________________________TheirName/Your Signature 
         Other-specify ___________________________________________________TheirName/Your Signature 
 

 
         For Office Use Only: 
          
         We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the following reason: 
                      □  The patient refused to sign 
                      □   Communication barriers 
                      □   Emergency situation 
                      □   Other 
        



 

OFFICE FINANCIAL POLICY 

        In our continued commitment to provide the highest quality of dental care available to all  of our patients 

and to have those services comfortably affordable, we are pleased to offer you these options for payment. 

 

        Please check your preferred option below: (You are not locked into this option.) 

 

o 5% Discount for payment in FULL with cash or check at time of service. 

o Visa, MasterCard, Discover or American Express Cards 

o Payment Plan (for example: Care Credit) 

o Layaway Plan 

       

  We are committed to support you in understanding your dental health, so that you will always be able to 

make the best choices.  We will always present you with the best dental solution possible to treat your 

personal situation. 

 

         We will, as a courtesy, process your insurance benefits in our office.  All questions regarding your 

insurance benefits must be addressed to your insurance company.  We will gladly help you with these 

questions as we can. 

 

          I agree that I am fully responsible for the total payment of all procedures performed in this office – this 

includes any treatment that is not a benefit of any dental insurance that I may have.  I understand that any 

estimated portion, not covered by insurance, is due at time of service for all services rendered.  I understand 

that all services are due to be paid within ninety (90) days of date of service, regardless of whether or not 

insurance benefits have been received.  One percent (1%) per month interest, twelve percent (12%) per year 

(per RCW 19.52) will be charged on accounts 90 days from treatment date.  I also understand that should 

credit be extended to me by this dental office, a credit check will be made through TRW or other credit 

services and I authorize release of all financial data. We respectfully request 48 hours notice should you find 

the need to reschedule your appointment. In order to avoid a cancellation fee, we REQUIRE at least 24 hours 

notice so that we may offer that appointment to another patient. Thank you. 

 

          We are here to assist you in any way possible.  Please make your questions and concerns known to our 

team … Our goal is to ensure that you have an outstanding experience. 

 

_______________________________________________                          _________________ 

Signature (Responsible Party)                                                                             Date 
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