
DALE W. GREER, D.D.S.

HIPAA (HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT)
Our Privacy Pledge

1. We want you to understand that we respect your privacy. We will not sell your health information or provide any of your 
health information to any outside marketing company. Dr. Greer or a staff member may have to disclose your health 
information (up to and including all of your clinical records) to another health care provider, if it is necessary for diagnosis, 
assessment, or treatment of your health/dental condition.

2. It may be necessary for our insurance and/or billing staff to disclose your examination and treatment records and your 
billing records to another party (3rd party), such as an insurance carrier, your employer, a family member, other relative or 
close personal friend, adjustor or attorney who is involved in our care or to facilitate the payment related to your care.

3. Dr. Greer and staff may need to use your information (ex. name, address, phone number, e-mail and your clinical records) 
to contact you to provide appointment reminders, information about treatment alternatives, or other health related 
information that may be of interest to you. I authorize the use of my information to Dr. Greer and staff for communication 
purposes.

Please INITIAL items below:

_____AUTHORIZATION TO RELEASE RECORDS: I voluntarily authorize the release of any information pertinent to my 
treatment to any (3rd party) insurance company, adjuster, health care provider, attorney, clinical and dental laboratories, 
pharmacies or referring dentists involved in my case.

_____APPOINTMENTS: When you schedule an appointment with our office, we reserve that time specifically for you. We 
require at least 24 hours cancellation notice, as we have an extensive waiting list for appointments. If we 
do not receive 24 hours cancellation notice, this will be considered a “No Show” appointment. You will be billed a charge of 
$65.00 or greater for the time you reserved in our office.

_____AGREEMENT TO RECEIVE ELECTRONIC COMMUNICATION: I understand that Dr. Greer and staff may 
communicate with me electronically by email, text, and/or mobile phone number listed on my patient records. I am aware 
that there is some level of risk that third parties might be able to read unencrypted emails. I further agree that I am 
responsible for providing Dr. Greer’s dental practice any updates to my email address and/or mobile phone number.
I can withdraw my consent to electronic communications at any time by calling the office of Dr. Dale W. Greer DDS at 972-
233-4546 or emailing dr.dalegreer@yahoo.com.

 My most preferred method of electronic communication: 
_____ Text  Mobile number: __________________________________ 
_____ Email Email address: ___________________________________ 

_____FINANCIAL RESPONSIBILITY: I understand I am personally responsible for any treatment balance incurred for 
myself and/or my family with Dr. Dale Greer. We are pleased to assist you with your dental insurance; however Dr. Greer is 
not contracted with any insurance company. I understand I am responsible for any balance not paid, or covered by 
my insurance and if the insurance pays me personally, I am responsible for any balance due to Dr. Greer.

_____HEALTH AND ACCOUNT AUTHORIZATION: I authorize the release of dental health and account information to the 
following people:

Name: _____________________________ Relationship: ________________
Name: _____________________________ Relationship: ________________

_____PHOTO/IMAGES RELEASE: I consent to allow use of any before and after photos or images taken of my treatment 
case to be used for educational purposes. 
Please circle: YES or NO.

I acknowledge I have reviewed and give my consent/approval to the above Practice Policies and Privacy Policy (HIPAA) for 
the office of Dr. Dale W. Greer and have received a copy if I requested.

Patient name __________________________________________________     Date ___________________
Signature ____________________________________________________
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