Authorization For Use Or Disclosure Of Patient Photographic and/or Video Images
Authorization:
I authorize the use and disclosure of my name, photographic/video images, and/or testimonial for marketing
purposes by the practice listed below. I understand that
information disclosed pursuant to this authorization may
be subject to redisclosure and may no longer be protected
by HIPAA privacy regulations.
Purpose:
The photographic/video images, and/or testimonial will be
used for: Social Media and/or Advertising
Revocability:
I understand that I may revoke this authorization at any
time, but such revocation must be in writing and received
by the practice via registered mail. Revocation affects
disclosure moving forward and is not retroactive. This
authorization expires 99 years from date signed.
No Treatment Conditions:
I understand that the practice cannot condition treatment
on whether or not I sign this authorization.

Patient Name:

If desired, copy provided:
“Yes, I would like a copy of this form.”

Parent / Legal Guardian:

(initialed by team member, copy provided by

Practice Name: Cayo Dental Care
Form provided courtesy of:

)

Date:
Signature:
If Personal Representative
Name:
Date:
Signature:
Relationship to Patient:
If Patient is a Minor

Date:
Signature:

This form is provided by My Social Practice for general convenience purposes and does not represent legal advice. Additional compliance rules vary from state to
state, country to country. If you feel like you need legal consultation in addition to what we’ve provided, be sure to consult your practice attorney including seeking
advice pertaining to HIPAA compliance, the HITECH Act, and the U.S. Department of Health and Human Services regulations. My Social Practice is a social media
marketing company. We are NOT attorneys, and although this form is based on our own research to ensure compliance, it does not represent legal advice.

You may download this form as a PDF, at no charge, for printing yourself at: MySocialPractice.com/hipaaform

CAYO DENTAL CARE
4079 North St. Peters Parkway
St. Peters, MO 63304
(636)928-9693
APPOINTMENT CANCELLATION POLICY
Excellent patient care is a priority for our patients. In an attempt to consistently deliver the care
you deserve, we have an Appointment Cancellation Policy that allows us to schedule
appointments for all patients. When an appointment is scheduled, that time has been set aside
for you and when it is missed, that time cannot be used to treat another patient.
Our policy is as follows:
We require that you give our office a 48 hour notice in the event that you need to reschedule
your appointment. This allows for other patients to be scheduled into that appointment. If you
miss an appointment without contacting our office within the required time, this is considered
a missed appointment.
Additionally, if a patient is more than 10 minutes late without prior notice for a scheduled
appointment, we will consider this a missed appointment.
If you have any questions regarding this policy, please let our employees know and we will be
glad to clarify any questions you have.
We thank you for your patronage.
I have read and understand the Appointment Cancellation Policy of the Practice and I agree
to be bound by its terms. I also understand and agree that such terms may be amended from
time to time by the practice.
I, ________________________________(print name), have received a copy of Cayo Dental
Care’s Appointment Cancellation Policy.
___________________________________________________________________
Signature of Patient
Date

Cayo Dental Care, LLC
4079 North St. Peters Parkway
St. Peters, MO 63304
(636) 928‐9693

DISCLAIMER / HIPAA PRIVACY PRACTICES
I understand that the information I have given today is correct to the best of my knowledge. I also understand
that this information will be held in the strictest of confidence. It is my responsibility to inform this office of
any changes in my personal or medical information. I authorize the dental team to perform any necessary
dental services that I may need during diagnosis and treatment, and to include payment activities with my
informed consent.
I understand that Cayo Dental Care, LLC, abides by the HIPAA Law (Health Insurance Portability and
Accountability Act) and will protect the privacy of my personal information.

Print Name _____________________________
Signature_______________________________ Date______________
If this Consent is signed by a personal representative on behalf of the patient, complete the following:
Personal Representative’s Name: ___________________________ Date: _________________
Relationship to Patient: __________________________________

To disclose private information to persons other than the patient:
I give permission to Cayo Dental Care, LLC to discuss my patient and account information with the following:

Name___________________________________

Name___________________________________

Name___________________________________

Patient’s Signature________________________________ Date______________

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.

COVID-19 PANDEMIC CONSENT FOR DENTAL TREATMENT AND
ACKNOWLEDGEMENT OF RISK FORM
Our goal is to provide a safe environment for our patients and staff, and to advance the safety of our local community.
This document provides information we ask you to acknowledge and understand regarding the COVID-19 virus.
You have presented to Cayo Dental Care today because you are seeking dental treatment. While our office complies
with the Missouri Health Department and the Centers for Disease Control and Prevention (CDC) Infection Control
Guidelines to prevent the spread of the COVID-19 virus, we cannot make any guarantees.
Our staff are symptom free and, to the best of their knowledge, have not been exposed to the virus. However, since we
are a place of public accommodation, other persons (including other patients) could be infected, with or without their
knowledge.
The COVID-19 virus is a serious and highly contagious disease. The World Health Organization has classified it as a
pandemic. You could contract COVID-19 from a variety of sources. Our practice wants to ensure you are aware of the
additional risks of contracting COVID-19 associated with dental care.
The COVID-19 virus has a long incubation period. You or your healthcare providers may have the virus and not show
symptoms and yet still be highly contagious. Determining who is infected by COVID-19 is challenging and complicated
due to limited availability for virus testing.
Due to the frequency and timing of visits by other dental patients, the characteristics of the virus, and the characteristics
of dental procedures, there is an elevated risk of you contracting the virus simply by being in a dental office.
Dental procedures create water spray/aerosol which is one way the disease is spread. The ultra-fine nature of the water
spray/aerosol can linger in the air for a few hours at least, allowing for transmission of the COVID-19 virus to those
nearby.
You cannot wear a protective mask over your mouth to prevent infection during treatment as your healthcare providers
need access to your mouth to render care. This leaves you vulnerable to COVID-19 transmission while receiving dental
treatment.
I confirm that I have read the notice above and understand and accept that there is an increased risk of contracting the
COVID-19 virus in the dental office environment or with dental treatment, therefore at this practice location of 4079
North St. Peters Parkway, St. Peters, MO 63304. I also acknowledge that I could contract the COVID-19 virus from
outside this office and unrelated to my visit here.

I have read and understand the information stated above:

________________________________________
Signature of patient or patient’s legal guardian

________________________________________
Witness

______________________
Date

