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PONDVIEW MEDICAL A‘RTS BUILDING
2500 PONDVIEW ROAD

CASTLETON, NEW YORK 12033-0201
TELEPHONE (S18) 477-75S37

WELCOME TO PONDVIEW FAMILY
DENTAL SRVCS, DR. HARIRAM KABRA

E APPRECIATE YOUR TRUST IN’ US AND LOOK FORWARD 7O B{} LDING A

ATIONSHIP WITH YOU AND YOUR FAMILY MEMBERS

As a courtesy to Dr. Kabra, our staff, and other patients, please comply with our Office Policies:

This office is under no obligation to remind you of your appointments; however, we will make
confirmation calls 2-3 days ahead of time as a courtesy to you.

Please give our office 48 hour notice if you cannot keep your appointment. A fee of $25.00 will be
charged to you if you don’t show up or call. Your insurance will not cover this.charge.

s f .
Arriving on time is critical to our office as patients are scheduled before and after you. It is the Doctor’s
discretion to reschedule your appointment if you are late.

We expect you to pay your co-pay, deductible, co-insurance and any back balances due at the time of
your appointment. We accept all major credit cards, checks, cash and offer Care Credit (payment plan)

If you or anyone in your family misses three unexplained visits over a 12 month period, you will be
dismissed from this office.

Please sign below that you have read and understand our policies. Thank you.

/DATE__:




: ‘Hariram'R. Kabra D.D.S
" Pond View Family Dental Services, P.C.
2500 Pond View RD, STE 201
Castleton, NY 12033
(518) 477-7537

' Patient HIPAA Consent Form

| understand that, uridér the Health Insurance Portability & AccountaBility Act of 1996
(HIPPA), | have:certairi rights to privacy regarding my protected health information.

® Conduct.plan anddsreetmyteamntandﬁolbwupamongmemumma!ﬂmrepmwders
Who:may be invoived in my treatment directly and indirectly.

» Obtammﬁommird-partypaye'rs

¢ Conduct normal healthcare operations such as<uality assessments and physicians certifications.

I have been informed by you of your Notice Of Privacy Practices containing a more
complete description of the uses and disclosures of my health information. | have been
given the right to review such Notice Of Privacy Practices prior to signing this consent. |
understand that this organization has the right to change its Notice Of Privacy from time
to time and that | may contact this organization atanytumeattheaddr&&saboveto '
obtain a current copy of the Notice Of Privacy Practices.

i understand that | may request inwritingmatyourestricthow my private information is
used or disclosed to carry out treatment, payment, or healthcare operations. | also
understand you are not required to agree to my requested restrictions, but if you do
agree,;thenyouarebound to abide by such restrictions.

| understand that | may revoke this consent in writing at any time, excepttomeemnt
that you have taken action relying on this consent.

Patient Name:

Signature:

Relationship to Patient: _ Date:_




