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You, the patient or guardian, have the right to accept or decline dental treatment recommended by your dental provider or 
choose from alternate recommendations that meet the standard of care. Prior to consenting to treatment, you should 
carefully consider the anticipated benefits and commonly known risks of the recommended procedure, alternative 
treatments, or the option of no treatment. 

Do not consent to treatment unless and until you discuss potential benefits, risks, and complications with your dental 
provider and all of your questions are answered. By consenting to the treatment, you are acknowledging your willingness to 
accept known risks and complications, no matter how slight the probability of occurrence. 

It is very important that you provide your dental provider with accurate information before, during, and after treatment. It is 
equally important that you follow your dental provider’s advice and recommendations regarding medication, pre- and post-
treatment instructions, referrals to other dentists or specialists, and return for scheduled appointments. If you fail to follow 
the advice or recommendations, you may increase the chances of a poor outcome. 

I agree to the following general treatment that may be included in my care or care of my dependent/child:  

• General Dental Treatment: Examinations of head, neck, face, and mouth 
• Dental x-rays (radiographs) and pictures 
• Oral cancer screenings and counseling 
• Oral health instructions 
• Diet counseling 
• Cleaning teeth and gums (prophylaxis) 
• Applying fluoride and/or sealants 
• Silver or white fillings (amalgam, composite, glass ionomer, or other types) 
• Numbing medication (local anesthesia) 
• Other medications to treat or prevent oral disease 

Drugs and medications: I understand that antibiotics, analgesics and other medications may cause allergic reactions 
causing redness and swelling of tissue, pain, itching, vomiting, and/or anaphylactic shock. I have disclosed any and all 
medications I am currently taking, including but not limited to prescription medications, over-the-counter medications, 
herbal remedies, and alternative medications. I understand that a complete and accurate medical history is important for me 
to receive the highest quality and safest dental care. 

Local anesthesia: I understand that local anesthesia carries a small risk for swelling, bruising, allergic reaction, changes in 
pain perception, or prolonged anesthesia. 

Fillings: To avoid damage, I understand that care must be taken when chewing on fillings, especially during the first 24 hours. 
I understand that a more extensive filling than originally planned may be required due to additional decay or problems found 
during the procedure. I understand that increased sensitivity is a common side effect of a newly placed filling. 

Changes in treatment plan: I understand that during treatment, it may be necessary to change or add procedures because of 
conditions found that were not previously discoverable. These changes will be discussed with me and I will have the 
opportunity to verbally agree or decline the change in treatment, unless it is not practical due to a dental/medical emergency. 

Cost of treatment: I give permission to the dental office to bill my dental insurance provider for the treatment provided, if 
applicable. I understand that not all recommended treatment or costs may be covered by insurance and that the dental office 
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will make its best effort to provide me with cost estimates when that is the case. I allow Island Health Care to file for 
insurance benefits to pay for the care I receive. I understand that: 

• Island Health Care will have to send my medical record information to my insurance company. 
• I must pay my share of the costs. 
• I must pay for the cost of these services if my insurance does not pay or I do not have insurance.*  

MassHealth Dental Coverage Notice: I understand that MassHealth dental benefits may be subject to annual benefit limits, 
coverage restrictions, and claim denials. If services are not covered or if my available benefits have been exhausted, I may 
incur out-of-pocket expenses and agree to be responsible for any charges not paid by MassHealth. 

Dental Externs: Island Health Care partners with Boston University's Henry M. Goldman School of Dental Medicine to 
support clinical training for dental students. As part of this program, you may receive care from an extern dentist (student 
dentist) who has completed substantial training at the School of Dental Medicine and is working toward graduation. All extern 
treatment is provided under the direct supervision of Dr. Aldino Maggiulli, an experienced, licensed dentist and BU faculty 
member; extern dentists are not licensed to practice independently. By signing below, you acknowledge that you have read 
and understand this information and consent to receive treatment from an extern dentist at the Island Health Care Dental 
Center. 

Patient Rights and Privacy Practices: 

• I understand that I have the right to request a copy of IHC’s Notice of Patients’ Rights and Patient Grievance 
Resolution process. 

• I have had the change to review a copy of IHC’s Notice of Privacy Practices, which describes how my health 
information is used and shared. I understand that Island Health Care has the right to change this Notice at any time. I 
may obtain a current copy by visiting the Island Health Care website at ihimv.org. 

I consent to be treated by the dental providers at Island Health Care Dental Center. This consent shall be considered in effect 
until rescinded or revoked. 

Name of Patient (Print) Patient Date of Birth 

Name of Representative (if signing on patient’s behalf) Relationship to Patient (if signing on patient’s behalf) 
 

Signature of Patient / Representative 
 

Date 

 

*Please ask the front desk about IHC’s financial assistance programs if you are worried about the cost of your visit. 
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When it comes to your health information, you have certain rights. This section explains your rights and 
some of our responsibilities to help you. This Notice applies to any services you receive through Island 
Health Care, including but not limited to, primary care, dental, and behavioral health. 

Get an electronic or paper 
copy of your medical 
record 

• You can ask to see or get an electronic or paper copy of your medical record 
and other health information we have about you. Ask us how to do this. 

Ask us to correct your 
medical record 

• You can ask us to correct health information about you that you think is 
incorrect or incomplete. Ask us how to do this. 

• We may say “no” to your request, but we’ll tell you why in writing within 60 
days. 

Request confidential 
communications 

• You can ask us to contact you in a specific way (for example, home or office 
phone) or to send mail to a different address. 

o We will say “yes” to all reasonable requests. 

Ask us to limit what we 
use or share 

• You can ask us not to use or share certain health information for treatment, 
payment, or our operations. 

o We are not required to agree to your request, and we may say “no” if 
it would affect your care. 

• If you pay for a service or health care item out-of-pocket in full, you can ask 
us not to share that information for the purpose of payment or our 
operations with your health insurer. 

o We will say “yes” unless a law requires us to share that information. 
• You may make these requests by sending an email to HIM@ihimv.org or 

calling 508-939-9358 and selecting option 7. 

Get a list of those with 
whom we’ve shared 
information 

• You can ask for a list (accounting) of the times we’ve shared your health 
information for six years prior to the date you ask, who we shared it with, 
and why. 

• We will include all the disclosures except for those about treatment, 
payment, and health care operations, and certain other disclosures (such 
as any you asked us to make). We’ll provide one accounting a year for free 
but will charge a reasonable, cost-based fee if you ask for another one 
within 12 months. 

Get a copy of this privacy 
notice 

• You can ask for a paper copy of this notice at any time, even if you have 
agreed to receive the notice electronically. We will provide you with a paper 
copy promptly. 



Notice of Privacy Practices 
This notice describes how information about your health and health care may be used and disclosed and how you can get 
access to this information. Please review it carefully. 

 

 508-939-9358   |   ihimv.org   Notice of Privacy Practices 
Page 2 of 4 

Choose someone to act 
for you 

• If you have given someone medical power of attorney or if someone is your 
legal guardian, that person can exercise your rights and make choices 
about your health information. 

• We will make sure the person has this authority and can act for you before 
we take any action. 

File a complaint if you feel 
your rights are violated 

• You can complain if you feel we have violated your rights by contacting us 
using the information on the back page. 

• You can file a complaint with the U.S. Department of Health and Human 
Services Office for Civil Rights by sending a letter to 200 Independence 
Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. 

• We will not retaliate against you for filing a complaint. 

For certain health information, you can tell us your choices about what we share. If you have a clear 
preference for how we share your information in the situations described below, talk to us. Tell us what 
you want us to do, and we will follow your instructions. 

In these cases, you have 
both the right and choice 
to tell us to: 

• Share information with your family, close friends, or others involved in your 
care 

• Share information in a disaster relief situation 
• Include your information in a hospital directory 
 
If you are not able to tell us your preference, for example if you are unconscious, 
we may go ahead and share your information if we believe it is in your best 
interest. We may also share your information when needed to lessen a serious 
and imminent threat to health or safety. 

In these cases we never 
share your information 
unless you give us written 
permission: 

• Marketing purposes 
• Sale of your information 
• Most sharing of psychotherapy notes 

In the case of fundraising: • We may contact you for fundraising efforts, but you can tell us not to 
contact you again. 

We typically use or share your health information in the following ways. 
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Treat you 

• We can use your health information and share it with other professionals 
who are treating you. 

• Example: A doctor treating you for an injury asks another doctor about your 
overall health condition. 

Run our organization 

• We can use and share your health information to run our practice, improve 
your care, and contact you when necessary. 

• Example: We use health information about you to manage your treatment 
and services. 

Bill for your services 

• We can use and share your health information to bill and get payment from 
health plans or other entities. 

• Example: We give information about you to your health insurance plan so it 
will pay for your services. 

We are allowed or required to share your information in other ways—usually in ways that contribute to 
the public good, such as public health and research. We have to meet many conditions in the law before 
we can share your information for these purposes. For more information see: 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html 

Help with public health 
and safety issues 

• We can share health information about you for certain situations such as: 
o Preventing disease 
o Helping with product recalls 
o Reporting adverse reactions to medications 
o Reporting suspected abuse, neglect, or domestic violence 
o Preventing or reducing a serious threat to anyone’s health or safety 

Do research • We can use or share your information for health research. 

Comply with 
the law 

• We will share information about you if state or federal laws require it, 
including with the Department of Health and Human Services if it wants to 
see that we’re complying with federal privacy law. 

Respond to 
organ and tissue donation 
requests 

• We can share health information about you with organ procurement 
organizations. 

Work with a medical 
examiner or funeral 
director 

• We can share health information with a coroner, medical examiner, or 
funeral director when an individual dies. 
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Address workers’ 
compensation, law 
enforcement, and other 
government requests 

• We can use or share health information about you: 
o For workers’ compensation claims 
o For law enforcement purposes or with a law enforcement official 
o With health oversight agencies for activities authorized by law 
o For special government functions such as military, national 

security, and presidential protective services 

Respond to lawsuits and 
legal actions 

• We can share health information about you in response to a court or 
administrative order, or in response to a subpoena. 

Our Responsibilities 

• We are required by law to maintain the privacy and security of your 
protected health information. 

• We will let you know promptly if a breach occurs that may have 
compromised the privacy or security of your information. 

• We must follow the duties and privacy practices described in this notice 
and give you a copy of it. 

• We will not use or share your information other than as described here 
unless you tell us we can in writing. If you tell us we can, you may change 
your mind at any time. Let us know in writing if you change your mind. 

• For more information see: 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html 

Changes to the Terms of 
This Notice 

• We can change the terms of this notice, and the changes will apply to all 
information we have about you. The new notice will be available upon 
request, in our office, and on our web site. 

This Notice of Privacy 
Practices applies to the 
following organizations 

Island Health Care Community Health Center 
245 Edgartown-Vineyard Haven Road 
Edgartown MA 02539 

HIPAA Privacy Officer 
Privacy Officer: Deborah Noble, Chief Clinical Officer 
Phone: (339) 219-8768 
Email: dnoble@ihimv.org 
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As A Patient of this Community Health Center, you have the right to: 

1 Choose your doctor or nurse 12 Be alone with your doctor or nurse when they 
treat you 

2 Get a bill with a list of charges 13 Be treated right away if you might die, even if 
you don’t have insurance or cannot pay 

3 Know the names and jobs of the people who 
take care of you 14 Know the facts about any test or treatment 

before you say yes to it 

4 Have your records seen only by your doctor or 
nurse 15 Get copies of bills we send to other places that 

take care of you 

5 Get an answer quickly when you ask something 16 
Know how your doctor works with the other 
places that take care of you—including if he or 
she is paid by them 

6 Know how we work with other places to take 
care of you 17 Get copies of bills to or payments from your 

insurer or health care program 

7 Get a copy of our patient rules 18 For patients with breast cancer, to be told 
about all the ways it can be treated 

8 Know about free and low-cost health care 19 For patients getting breast implants, to be told 
about all the risks 

9 See your records and get a copy of them 20 
For women having a baby, to know the facts 
about all the things we may do during labor and 
birth 

10 Say no to having students or observers help 
take care of you 21 Get help with pain 

11 Say no to being in research or education projects 

SOURCE: Massachusetts League of Community Health Centers 


