
Michael R. Sanders. D.M.D. 

THIS NOTICE DESCRIBES HOW HEAL TH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY. 
THE PRIVACY OF YOUR HEAL TH INFORMATION IS IMPORTANT TO US. 

OUR LEGAL DUTY 

We are required by applicable federal and state law to maintain the privacy of your health information. We are also 
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health 
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice 
takes effect (4/1/03), and will remain in effect until we replace it. We reserve the right to change our privacy practices 
and the terms of this Notice at any time, provided such changes are permitted by applicable law. We reserve the right 
to make the changes in our privacy practices and the new terms of our Notice effective for all health information that 
we maintain, including health information we created or received before we made the changes. Before we make a 
significant change in our privacy practices, we will change this Notice and make the new Notice available upon 
request. You may request a copy of our Notice at any time. For more information about our privacy practices, or for 
additional copies of this Notice, please contact us using the information listed at the end of this Notice. 

USES AND DISCLOSURES OF HEALTH INFORMATION 
We use and disclose health information about you for treatment, payment, and healthcare operations. For example: 

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing 
treatment to you. 

Payment: We may use and disclose your health information to obtain payment for services we provide to you. 

Healthcare Operations: We may use and disclose your health information in connection with our healthcare 
operations. Healthcare operations include quality assessment and improvement activities, reviewing the competence 
or qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training 
programs, accreditation, certification, licensing or credentialing activities. 

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare 
operations, you may give us written authorization to use your health information or to disclose it to anyone for any 
purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any 
use or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, 
we cannot use or disclose your health information for any reason except those described in this Notice. 

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights 
section of this Notice. We may disclose your health information to a family member, friend or other person to the 
extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may 
do so. 

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of 
(including identifying or locating) a family member, your personal representative or another person responsible for 
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your 
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your 
incapacity or emergency circumstances, we will disclose health information based on a determination using our 
professional judgment disclosing only health information that is directly relevant to the person's involvement in your 
healthcare. We will also use our professional judgment and our experience with common practice to make 
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x
rays, or other similar forms of health information. 

Marketing Health-Related Services: We will not use your health information for marketing communications. 





ACKNOWLEDGEMENT OF RECEIPT OF  
NOTICE OF PRIVACY PRACTICES 

EAGLE SUMMIT DENTAL GROUP 
Michael Sanders, DMD, PC 

 
**You May Refuse to Sign This Acknowledgement** 

 
               I have received a copy of this office’s Notice of Privacy Practices or been notified of its posting. 
  
           

 _____________________________________ 
  (Please Print Patient Name) 

  
 

 ___________________________________  _ \   
                  
                             (Patient/Legal Guardian Signature)         (Date)       
 
 

OFFICE FINANCIAL POLICY 
EAGLE SUMMIT DENTAL GROUP 

Michael Sanders, DMD, PC 
 

As a courtesy to you, we will file your insurance. Those portions of treatment or services 
that are not estimated to be covered by your insurance company (including patient co-pay 
and deductible) are expected to be paid at the time of service unless other arrangements 
have been agreed upon in writing. This office can make no guarantee of the insurance 
payment estimates. If, after 60 days, your insurance company has not paid the balance due 
on your account, you will be billed directly. Our staff makes every effort to maximize your 
dental insurance benefits and will gladly answer any questions you may have regarding this 
service. Ultimately, you are responsible for your account and knowledge of your insurance 
policy. Accounts remaining unpaid after 120 days may be turned over to collections. To 
assist you with financing, we accept Visa, Master Card and offer Care Credit, an 
independent financing program with various interest rates. Please ask our front desk 
personnel if you would like more information regarding this program. 
 

Missed Appointments 
 

No charge will be made for rescheduling an appointment provided at least 24 hours notice is 
given. We reserve the right to charge a minimum of $90.00 for appointments broken or cancelled 
without this advance notice. Please remember your appointment time has been reserved 
specifically for you. 

 
Returned Checks 

 
There will be a $25 handling fee for returned checks.  
 
By signing below, I certify that I have read, understand and agree to this financial policy. Upon 
request, a copy of this Office Financial Policy will be provided to you. 
 
 
Patient’s Signature _________________________________ Date ___________ 
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