


 
 



 
 
 

 
 

NEW PATIENT AGREEMENT 
We are happy to have the pleasure of meeting your child’s dental needs here at Smile Magic Dentistry! Please read 

carefully and sign the following agreement of terms in order to be accepted into our practice. 

✓ I understand that I must have a current insurance card preset in order for my child to be seen. 
✓ I understand that if I do not give a 24 hour notice to cancel or change an appointment, I may be 

limited in my options to reschedule. 
✓ I understand that parent or guardian must accompany my child at any and all appointments. 
✓ I understand that my presence in the office is required while my child is being treated at Smile 

Magic Dentistry. 
✓ I understand that I am responsible for notifying Smile Magic Dentistry of any, and all insurance 

coverage for my child. 
✓ I understand that I am responsible for any charges not covered by my child’s insurance. 

Payment is expected in full at each visit for any procedure not covered by your child’s insurance. These items will 
be explained to you before they are done for your child. 
By signing, I agree and fully understand the terms stated in this agreement. 
Smile Magic Dentistry will file my primary insurance for me and any filing of secondary insurance will be my 
responsibility.  
 
 
_________________________________________________  __________________________ 
Parent or Guardian Signature      Date 
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National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain 

circumstances. We may disclose to authorized federal officials health information required for lawful intelligences, 

counterintelligence, and other national security activities. We may disclose to correctional institution or law enforcement officials 

having lawful custody of protected health information of inmate or patient under certain circumstances. 

  

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as 

voicemail messages, postcards, or letters). 

 

PATIENT RIGHTS 

Access: You have the right to look at or get copies of your health information, with limited exceptions. Contact us using the 

information listed at the end of this Notice for a full explanation of time and fees involved. 

 

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your 

health information for payments, other than treatment, payment, and healthcare operations and certain other activities, for the last 

http://www.smilemagicga.com/


6 years, but not before April 14, 2003. If you request this accounting more than once in a 12- month period, we may charge you a 

reasonable, cost-based fee for responding to these additional requests. 

 

Restrictions: You have the right to request that we place additional restrictions on our use or disclosure of your health 

information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in 

an emergency). 

 

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must 

explain why the information should be amended.) We may deny your request under certain circumstances. 

 

Electronic Notice: If you receive this Notice on our website or by electronic mail (e-mail), you are entitled to receive this Notice 

in written form. 

 

QUESTION AND COMPLAINTS 

If you want more information about our privacy practices of have questions or concerns, please contact us. 

 

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to 

your health information, you may complain to us using the contact information at the end of this Notice. You may also submit a 

written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your 

complaint with the U.S. Department of Health and Human Services upon request. 

 

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a 

complaint. 

 

Authorization for additional disclosure: 

I am the “personal representative” of (generally parent or legal guardian) and have legal authority to make health care decisions 

about the following minor patient: 

 

 

Patient Name 

 

As the “personal representative” of the above named patient, I authorize individuals to accompany my child and have access to 

health information. 

 

Name       Relationship 

 

1.____________________________________________  _____________________________________________ 

 

2. ____________________________________________  _____________________________________________ 

 

3. ____________________________________________  _____________________________________________ 

 

4. ____________________________________________  _____________________________________________ 

 

 

______________________________________________  _____________________________________________ 

“Personal Representative” (Parent of Legal Guardian)  Date 

 


