




Notice of privacy practices for protected health information 

 

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! 

With your consent, the practice is permitted by federal privacy laws to make use and disclosures 
of tour health information for purpose of treatment, payment and health care operations. 
Protected health information is the information we create and obtain in providing our services to 
you.  Such information may include documenting your symptoms, examination and test results, 
diagnoses, treatment, and applying for future care of treatment.  It also includes billing 
documents for those services. 

Example of uses of your health information for treatment purposes: 
A nurse obtains treatment information about you and records it in a health record.  During the 
course of your treatment, the doctor determines a need to consult with another specialist in the 
area. The doctor will share the information with such specialist and obtain input. 

Example of use of your health information for payment purpose: 
We obtain services from our insures or other business associates such as quality assessment, 
quality improvements, out come evaluation, protocol and clinical guidelines development, 
training programs, credentialing, medical review, legal services, and insurance.  We will share 
information about you with such insurers or other business associated as necessary to obtain 
these services. 
 

Your health Information Rights 
The health record we maintain and billing records are the physical property of the practice.  The 
information in it, however, belongs to you.  You have the right to: 

 Request a restriction on certain uses and disclosure of your health information by 
delivering the request in writing to our office.  We are not required to grant the request 
but we will comply with any request granted; 

 Request that you be allowed to inspect and copy your health record and billing 
record..you may exercise this right by delivering the request in writing to our office; 

 Appeal a denial of access to your protested health information except in certain 
circumstances; 

 Request that your health care record be amended to correct incomplete or incorrect 
information by delivering a written request to our office; 

 File a statement of disagreement if your amendment is denied, and require that the 
request for amendment and any denial be attached in all future disclosures of your 
protected health information; 

 Obtain and accounting of disclosure of your health information as required to be 
maintained by law by delivering a written request to our office.  An accounting will not 
include internal used of information for treatment, payment, or operations, disclosures 



made to you or made at your request, or disclosures made to family members or friends 
in the course of provide care; 

 Request that communication that communication of your health information be made by 
alternative means or at an alternative location by delivering the request in writing to our 
office; 

 Revoke authorizations that you made previously to use or disclose information except to 
the extent information or action has already been taken by delivering a written revocation 
to our office. 

If you want to exercise any of the above rights, please contract david laing dds in person 
or in writing, during normal hours. He will provide you with assistance on steps to take to 
exercise your rights. 

Our responsibilities 
The practice is required to: 

 Maintain the privacy of your health information as required by law; 
 Provide you with a notice of our duties and privacy practice as to the information we 

collect and maintain about you; 
 Abide by the terms of this Notice; 
 Notify you if we cannot accommodate a requested restriction or request; and  
 Accommodate your reasonable request methods to communicate health information 

with you. 
We reserve the right to amend, change, or eliminate provisions in our privacy practice and 
access practices and to enact new provisions regarding the protected health information we 
maintain.  If our information practices change, we will amend our Notice.  You are entitled to 
receive a revised copy of the Notice by calling and requesting a copy of our “Notice” or by 

visiting our office and picking up a copy. 

To request information or file a complaint 
If you have any questions, would like additional information, or want to report a problem 

regarding the handling of your information, you may contact david laing dds, 22108 
Seven Meadows Pkwy, Suite 200, Katy, Texas 77494; (281)6930475. 
Additionally, if you believe tour privacy rights have been violated, you may file a written 

complaint at our office by delivering the written complaint to david laing dds.  You may 
also file complaint by mailing it or e-mailing it to the Secretary of Health and Human Service. 

 We cannot, and will not, require you to waive your rights to file a complaint with the 
Secretary of Health and Human Services (HHS) as a condition of receiving treatment 
from the practice. 

 We cannot, and will not, retaliate against you for filling a complaint with the 
Secretary. 

Other disclosures and uses 
Notifications 
Unless you object, we may use or disclose your protected health information to notify, or 
assist in notifying a family member, personal representative, or other person responsible for 
your case about your location, and about general condition, or your death.  

 



Communication with family 
Using our best judgment, we may disclose to a family member, other relative, close personal friend, or 
any other person you identify, health information relevant to that person’s involvement in your care or 

payment for such care if you do not object or in an emergency. 

Food and Drug Administration (FDA) 
We may disclose to the FDA your protected health information to enable product recalls, repairs, or 
replacements. 

Workers compensation 
If you are seeking compensation through Worker’s Compensation, we may disclose your protected health 

information to the extent necessary to comply with laws relating to Workers compensation. 

Public Health 
Required by law, we may disclose your protected health information to the public or legal authorities 
charged with preventing or controlling disease, injury, or disability. 

ABUSE & neglect 
We may disclose your protected health information to public authorities as allowed by law to report abuse 
or neglect. 

Law enforcement 
We may disclose your protected health information for law enforcement purpose as required by law, such 
as when required by a court order, or in a case involving felony prosecutions, or to the extent an 
individual is in the custody of law enforcement. 

Health oversight 
Federal law allows us to release your protected health information to appropriate health oversight 
authorities or for health oversight activities. 

Judicial/administrative proceedings 

We may disclose tour protected health information in the course of any judicial or administrative 
proceeding as allowed or required by law, with your consent, or as directed by a proper court 
order. 

Other uses 

Other uses and disclosures beside those identified in this Notice will be made only as otherwise 
authorized by law or with your written consent, or as directed by a proper court order. 

Website 

If we maintain a website that provides information about our entity, the Notice will be on the 
website. 
 
I,__________________________ ,hereby acknowledge that I have received a copy of the 
practice’ Notice of Privacy Practices.  I have been given the opportunity to ask any questions I 

may have regarding this Notice. 
 
__________________________ ___________________________ 
Name     Date 



Seven Meadows Dental 

Patient Consent for Use and Disclosure 

Of Protected Health Information 
 

I hereby give my consent for Seven Meadow Dental to use and disclose protected 

health information (PHI) about me to carry out treatment, payment and health care 

operations (TPO). 

 

I have the right to review the Notice of Privacy Practice prior to signing this consent.  

Seven Meadows Dental reserves the right to revise its Notice of Privacy Practice at any 

time. A revised Notice of Privacy Practice may be obtained by forwarding a written request to 

Seven Meadows Dental at 21108 seven Meadows Pkwy, Suite 200 Katy, TX  77494. 

 

With this consent, Seven Meadows Dental may call my home or other alternative 

location and leave a message on voice mail or in person in reference to any items that assist 

the practice in carrying out TPO, such as appointment reminder cards and patient 

statements as long as they are marked “ Personal and Confidential”. 

 

With this consent, Seven Meadows Dental may mail to my home or other alternative 

location any items that assist the practice in carrying out TPO, such as appointment 

reminder cards and patient statements.  I have the right to request the Seven Meadows 

Dental restrict how it uses of discloses my PHI to care out TPO. The Practice is not 

required to agree to my requested restrictions, but if it does, it is bound by this agreement. 

 

By signing this form, I am consenting to allow Seven Meadows Dental to use and 

disclose my PHI to carry out TPO. 

 

I may revoke my consent in writing except to the extent that the practice has already made 

disclosures in reliance upon my prior consent.  If I do not sign this consent, or later revoke 

it, Seven Meadows Dental may decline to provide treatment to me. 

 

__________________________________________ 

Signature of Patient of Legal Guardian 

 

__________________________________________  ________________________ 

Print Patient’s Name     Date 

 



Seven meadows dental financial policy 

Thank you for choosing seven meadows Dental as your dental care provider.  Our office is committed 
to providing you with the best possible care.  Then following is a statement of our financial Policy which 
we require you to read and sign prior to any treatment. 

Regarding payment 
We accept the following forms of payment: Cash, Check, Visa, Master Card, American express and Care 
Credit. 
Payments for services are due at the time services are rendered unless prior arrangements have been 
made with the billing receptionist. 
If Crowns, Bridges, Partials or Dentures are to be fabricated by a dental laboratory, 50% of the bill is to be 
paid at the time of the first impression.  The remaining balance is due at the time Crown, bridge, Partials 
or Dentures is cemented or delivered.  
The parent that accompanies minor child/children to the appointment is responsible for any payment due.  
For unaccompanied minors, non-emergency treatment will be denied unless charges have been 
preauthorized before the appointment date or previous arrangements have been made with the billing 
receptionist.  

Regarding insurance 
All insurance co-pays and deductibles must be paid at the time of service. If you have any changes to 
your insurance company please let us know as soon as possible. 
We are glad to assist you in obtaining maximum benefits from your Dental Insurance Plan. However, your 
instance policy is a contract between you and your insurance company.  We are not a party to that 
contract.  The benefits your plan pays are largely determined by how much your employer pays in 
premiums for that plan.  The less they pay for the plan the less you’ll receive. 
We will do our best to estimate what your insurance will pay.  However, many plans have exclusions and 

limitations which will affect your out-of-pocket expense.  We are happy to submit the claim for you, but 

please understand that we cannot accept responsibility for collecting your insurance claim, or for 

negotiating disputed claims. If your dental insurance company payment is not received in 75 days after 

date of service, the entire balance is due from you.  You can the obtain reimbursement directly from 

your insurance company. 

I have read seven meadows dental financial policy; I understand and agree to the policy. 

Signature if Patient or Responsible Party:_______________________ Date:_______________ 

Print name of Patient or Responsible Party:_____________________ 
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