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Andrew Sarowitz, D.D.S.
360 West 22 Street – Suite 1L – New York, N.Y. 10011

(212)242-5901

Welcome

Dr. Pauline Vu and the entire staff would like to take this opportunity to welcome you to our office. We 
are delighted that you have chosen us to care for your dental needs. We will all do our utmost to make 
you comfortable and to maintain an environment of trust and professionalism where you feel at home 
and well informed.

Cancellation Policy:

When we make your appointment, we are reserving the doctor’s time for your particular needs. We ask 
that if you must change an appointment, please give us at least 24 hours notice. This courtesy makes it 
possible to give your reserved time to another patient who would like it.

There is a $100.00 charge for not showing up for scheduled appointments. Repeated cancellations 
or missed appointments will result in loss of future appointment privileges.

We feel that our patient’s time is valuable. When your appointment is made, we reserve the doctor’s 
time, your records are prepared, and special instruments are readied for your visit. (Except for emer-
gency treatment for another patient, you can expect us to be prompt.) We, of course, would appreciate 
the same courtesy from you.

I have read and understand the above policy:

Patient Signature_____________________________ Date___________________



Financial Policy:
Payment is expected at the time of service. We understand the value of dental insurance to our patients so 
as a courtesy we are happy to file claims with insurance carriers (including all the necessary documents 
regarding the need for treatment) all insurance claims are processed electronically by our office on the day 
of their visit, and payment should be returned within 4-6 weeks of submission. Since we incur the cost of 
providing patients with care at the time they undergo treatment we want to encourage our patients to pay in 
full when possible either prior to or on the day that services are rendered and receive the insurance benefits 
themselves. We will accept assignment of benefits to our office as one form of payment. Patients are then 
responsible for whatever the insurance does not cover. The patient portion will be estimated to our best 
ability and the estimated amount is due on the day services are rendered. If the insurance pays the office 
less than we estimated our patients will be billed the difference, and should we receive more then estimated 
the difference can either be refunded or can be applied to future care. 

Insurance Information:
We insist on providing all of our patients the same superior care, whether they utilize insurance, or pay pri-
vately for treatment. Your dental insurance, even an in-network PPO plan, is designed to make dental care 
more affordable, not to cover the entire cost of treatment. Generally your premiums are considerably lower 
than those for you medical coverage. This means that there will almost always be copayments, deductibles, 
and percentage coverage. Not all policies are the same and each group negotiates a unique contract with 
their insurance carrier that our office is not privileged to nor has any power to change or effect. There are 
also significant restrictions that determine what will be covered. (For example: most insurance companies 
will refuse coverage for resin tooth-colored fillings on back teeth, and will pay instead for silver-amalgam 
fillings. At our office, we only use metal-free, resin based composites for caries restorations.)

Payment Options:
1. Cash, Checks and Money Orders are accepted for payment.
2. Visa, MasterCard, American Express, Discover and Debit Cards are also accepted. 
3. Interest and Fee Free Options (Care Credit or a prearranged financial arrangement with the office) are 
available. 
4. Insurance (this will require patient co-payments, deductibles, and percentage payments at the time 
service is rendered).

I have read and understand the above policy:

Patient Signature_____________________________ Date___________________



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY 
PRACTICES

I, _________________________________, have received a copy of the office’s notice of privacy prac-
tices.

Signature ________________________________________

Date ______________________

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our privacy practices, but acknowledgement 
could not be obtained because

360 Individual refused to sign
361 Communication barriers
362 An emergency situation prevented us for obtaining acknowledgement
363 Other (Please specify)

 



Notice of Privacy Practices
This notice describes how health information about your may be used and 
disclosed and how your 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 effect. This Notice took 04-14-03. And will remain in effect until we replace it. 
We reserve the right to change our privacy practices and the terms of this Notice any time, provided appli-
cable law permits such changes. We reserve the right to make the changes in our privacy practices and their 
new terms of our permits such changes. We reserve the right to make changes in our privacy practices and 
their new terms or our notice effective for all health information that we maintain, including health infor-
mation 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.

Uses and disclosures of health information
We use and disclose health information about you for treatment, payment, and healthcare operation. For 
example:

Treatment: We may use or disclose your health information to a physician and other healthcare provider 
providing treatment to you.
HealthCare Operation: We may use and disclose your health information in connection with our 
healthcare operations. Healthcare operations include quality assessment and improvement activities, re-
viewing the competence or qualifications of healthcare professionals, evaluating, practitioner and provider 
performance conducting training programs, accreditations, certifications, licensing or credentialing activi-
ties. 
Your Authorization: In addition to our use of your health information for treatment, payment or health 
care operations, your may give us written authorization to use your health information or to disclose it to 
anyone for any purpose. If your give us an authorization, you may revoke it in writing at anytime. Your 
revocation will not affect any purpose. If your give us an authorization while it was in effect. Unless your 
give us a written authorization we cannot use or disclose your information for any reason except those 
describe in this Notice.
To Your Family and Friends: We must disclose your health information to you, as describe in the 
right section of this Notice. We may disclose your health information to a family member, or 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 or (including identifying or locating) family members, your personal representative or another 
person responsible for your care, of your location, your general condition, or death. If you are represented, 
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 event of your incapacity of emergency circumstances, we will dis-
close health information based on a determination using our professional judgment, disclosing only health 



information that is directly relevant to the person’s involvement in you healthcare. We will also us our 
professional judgment and our experience with common practice to make reasonable inferences of your 
best interesting allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar 
forms of health information. 
Marketing Heath-related Services: We will not use your health information for marketing commu-
nications without your written authorization. 
Required by Law: We may use or disclose your health information when we are required to do so by 
law. 
Abuse or Neglect: We may disclose your health information to proper authorities if we reasonable be-
lieve that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other 
crimes. We may disclose your health information to the extent necessary to avert a serious threat to your 
health or safety or the health or safety of others. 

National Security:
We may disclose to military authorities the health information of Armed Forces personnel under certain 
circumstances. We to authorized federal officials health information required to lawful intelligence, coun-
ter intelligence and other national security activities. We may disclose to correctional institution or law 
enforcement official having lawful custody of protected health information inmate or patient under certain 
circumstances. 

Appointment Reminders:
We may use or disclose your health information to provide you with appointment reminders (such as 
voicemail messages, postcards, or letters).

Patient Rights
Access: You have the right to look or get copies of your health information with limited exceptions. You 
may request that we provide copies in a format other than photocopies. We will use the format you request 
unless we cannot practicably do so. (You must make a request in writing to obtain access to your health 
information. You may obtain a form request access by using the contact information listed at the end of this 
notice. We will charge you a reasonable cost-based fee for expense such as copies and staff time. You may 
also request access by sending us a letter to the address at the end of the Notice. If you requested copies, 
we will charge you $V0.50 for each page $10 per hour for staff time to locate and copy your health infor-
mation and postage if you want the copies mailed to you. If you request an alternate format we will charge 
a cost-based fee for providing your health information in that format. The above fees do not include the 
charge for copies of X-rays. A $25 charge will be implemented at time of request. If you, prefer, we will 
prepare a summary or an explanation of your health information for a fee. Contact us by using the informa-
tion listed at the end of this Notice for a full explanation of our fee structure).
Disclosure Accounting: You have the right to receive a list of instances in which we or our busi-
ness associates disclosed your health information for purpose other than treatment, payment, healthcare 
operations and certain other activities, for the last 6 years, but not before April 14, 2003. If you request 
this accounting more than once in a 12 month period, we may charge you a reasonable, cost-based fee for 
responding to these additional requests. 
Restrictions: You have the right to request that we place additional restrictions on our use or disclosure 
of your health information. We are required to agree to these additional restrictions, but if we do, we will 
abide by our agreement (except in an emergency).
Alternative Communication: You have the right to request that we communicate with you about 



your health information by alternative means or location. (You must make your request in writing). Your 
request must specify the alternative means or location, and provide satisfactory explanation how payments 
will be handled under the alternative means or location you request. 
Amendment: You have the right to request that we amend your health information (your request must 
be in writing, and it must explain why the information should be amended) we may deny your request 
under certain circumstances.
Electronic Notice: If you receive this notice on our Website or by Electronic mail (e-mail), you are 
entitled to receive this notice in written form. 

Questions and Complaints 

If you want more information about our privacy practices or have questions or concern, please contact us. 
If you are concerned that we may have violated your privacy rights, or you disagree with a decision we 
made about access to your health information in response to a request you made to amend or restrict the 
use or disclosure of your health information or have us communicate with you by alternate means or at 
alternative locations, you may complain to us using the contact information listed at the end of this Notice. 
You may also submit a written complaint with U.S. Department of Health and Human Services upon re-
quest. We support your right to privacy of your health information. We will not retaliate in any way if you 
choose to file a complaint with us or with U.S. Department of Health and Human Services. 

Telephone: 212-242-5910 Fax: 212-242-5960
Address: 360 West 22nd Street, Suite I L, New York NY 10010


