






                                   NOTICE OF PRIVACY PRACTICES 

 
 
THIS NOTICE DESCRIBES HOW HEALTH 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 HEALTH 
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 (04-01-03) and will remain in effect until we replace it. 
 
We reserve the right to change our privacy practices and terms of this notice at any time, provided such chances 
are permitted by applicable law. We reserve the right to make the change in our privacy practices and the new 
terms of our notice effective for all health information we maintain, including health information we created or 
received before we make the changes. Before we make 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 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, i.e… 
Treatment. We may use or disclose your health information to a physician or other healthcare provider who 
provides 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 your healthcare 
operations, healthcare operations include quality assessment and improvement activities, reviewing the 
competence or qualifications of healthcare professionals, evaluating practitioner performance, conducting training 
programs, accreditation, certification, licensing, and 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 healthcare information or disclose it to anyone for 
any purpose. If you give us an authorization, you may revoke it in writing at anytime. Your revocation will not 
affect any use or disclosure 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 you healthcare, but only if you agree that 
we do so and designate this person on the form attached to this notice. 
PERSONS INVLOVED 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, general condition or death. If you are present, then prior to use or disclose 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 directly relevant to the persons involvement.  



David D. Koilpillai, DDS 

 

Montpelier Family Dentistry      Telephone: 301-604-0025 
14502 Greenview Drive Suite 100     Fax: 240-554-0329 
Laurel, MD 20708 
 

Acknowledgement of Receipt of  
Notice of Privacy Practices 

 
By signing this form, you acknowledge that this Dental Practice has given you a copy of its Notice of 
Privacy Practices. This notice explains how your health information will be handled. HIPPA, the new 
federal law concerning medical privacy, requires this notice.  
 
I have received a copy of the Notice of Privacy Practices. The Dental Practice has given me the 
opportunity to ask any questions about this notice and all my questions have been answered.  
 
 
 
____________________________________________ 
Patient’s Signature or Guardian  
 
 
__________________________ 
Date Signed  
 
 
Provider Use Only  
If the patient was not able to sign due to an emergency, or did not want to sign, please document if the 
patient was given the notice and the reason why the patient did not sign below.  
 
Patient was given notice: ____ Yes  ___ No 
 
Reason signature was not obtained:  
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
 
 
 
_______________________________       _______________________ 
Staff Signature        Date 



      Montpelier Family Dentistry 
14502 Greenview Drive, Suite100 Laurel, MD 20708 (301)604-0025 

Written Financial Policy  

Thank you for choosing Montpelier Family Dentistry for your dental services. Our primary mission is to deliver the best 

and most comprehensive dental care available. An important part of the mission is making the cost of optimal care as  

easy and manageable for our patients as possible by offering several payment options.  

Payment Options:  

You can choose from:  

- Cash, Check, Debit card, Visa, MasterCard, Discover  

After the patient has come in for an initial visit and a comprehensive treatment plan has been presented, we offer 

a 5% courtesy discount to patients who prepay for their entire treatment plan in full with cash or check. 

(Discount does not apply to any insurance plans or any third party financing- ex: Care Credit, Lending 

Club, etc). 

• NO INTEREST Payment Plans thru: Care Credit, Spring Stone 

 Allow you to pay overtime with NO INTEREST 

 Convenient, low monthly payment plans also available  

 No annual fees or pre-payment penalties  

Please note:  

Montpelier Family Dentistry requires payment prior to scheduling for your treatment. If you choose to  

discontinue care before treatment is complete, your refund will be determined upon review of your case.  

For patients with dental insurance we are happy to work with your carrier to maximize your benefits and directly  

bill them for reimbursement for your treatment. (Note what is estimated by your insurance to be covered is ONLY an 

ESTIMATE). Services which are NOT COVERED will be the responsibility of the patient.  

A fee of $55.00 is charged for patients who miss or cancel appointments without 24- hour notice.  

If an outstanding balance/bill is not paid within 30 calendar days, a finance charge will be applied.  

Montpelier Family Dentistry charges $35.00 for returned checks.  

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want or need. 

For any future scheduled appointment, a deposit/copayment is required to ensure that the time and  

space is reserved for you.  

 
 I have read the above policy and agree to accept ALL financial responsibility 
 
 
Patient, Parent or Guardian Signature  

Patient Name (please Print)  

 

Date 
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