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THIS NOTICE DESCRIBES HOW DENTAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information 
(PHI) to carry out treatment, payment, or health care operations (TPO), and for other purposes that are permit-
ted or required by law. It also describes your rights to access and control your protected health information. 
“Protected Health Information” is information about you, including demographic information, that may identify 
you and that relates to your past, present, or future physical or mental health or condition and related health 
care services. 

Uses and Disclosures of Protected Health Information
Your protected health information may be sued and disclosed by your dentist, our office staff, and others 
outside our office that are involved in your care and treatment for the purpose of providing health care services 
to you, to pay your healthcare bills, to support the operation of the dentist’s practice, and any other use required 
by law. 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your 
health care and any related services. This includes the coordination or management of your health care with a 
third party. For example, we would disclose your protected health information, as necessary, to a home health 
agency that provides care to you. for example, your protected health information may be provided to a dentist to 
whom you have been referred to ensure that the dentist has the necessary information to diagnose or treat you. 

Payment: Your protected health information will be used, as needed, to obtain payment for your health care 
services. For example, obtaining approval for a hospital stay may require that your relevant protected health 
information be disclosed to the health plan to obtain approval for the hospital admin. 

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to 
support the business activities of your dentist’s practice. These activities include, but are not limited to, quality 
assessment activities, employee review activities, training of medical students, licensing, and conducting or 
arranging for other business activities. For example, we may disclose your protected health information to 
medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registra-
tion desk where you will be asked to sign your name and indicate your dentist. We may also call you by name in 
the waiting room when your dentist is ready to see you. We may use or disclose your protected health informa-
tion, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. 
These situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases, 
Health Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal Proceedings, Law 
Enforcement, Coroners, Funeral Directors, and Organ Donation, Research, Criminal Activity, Military Activity, 
National Security, Worker’s Compensation, Inmates, Required Uses and Disclosures, under the law, we must 
make disclosures to you and when required by the Secretary of Department of Health and Human Services to 
investigate or determine our compliance with the requirements of Section 164.500. 

Other permitted and required uses and disclosures will be made only with your consent, authorization, or 
opportunity to object unless required by law. 

You may revoke this authorization, at any time, in writing, except to the extent that your dentist or the dentist’s 
practice has taken an action in reliance on the use or disclosure indicated in the authorization.

COVID-19 PANDEMIC CONSENT

1. I knowingly and willingly consent to dental treatment by Dr. M. Sean Lorscheider and any designated associ-
ates and employees during the COVID-19 pandemic.

2. I understand that Dr. M. Sean Lorscheider is following the CDC guidelines for treatment protocol and infection 
control. 

3. I am unaware of being a possible carrier or infected: I confirm that I have not tested positive for COVID-19 in 
the past 30 days and that I am not presenting with any of the following symptoms of COVID-19: 
 A. Fever of 100.5 degrees Fahrenheit or 37 degrees Celsius or higher.
 B. Shortness of breath
 C. Dry cough
 D. Runny nose
 E. Sore throat
 F. Diminished sense of taste and/or smell

4. Contact with infected: I confirm that I have not been in close contact defined as 6 feet or less for a duration 
of fifteen minutes or more with someone who has tested positive for COVID-19 in the last 14 days. 

5. Public travel: I confirm that I have not traveled outside of the United States in the past 14 days. I confirm that I 
have not traveled domestically by commercial airline, bus, or train within the last 14 days. 

6. I understand the COVID-19 virus has a long incubation period, during which carriers of the virus may not show 
symptoms, yet are still highly contagious. It is impossible to determine who has it and who does not, given the 
current limitations and availability in COVID-19 viral testing. 

7. Risk of transmission: I understand that due to the frequency of visits of other dental patients, characteristics 
of the virus, and the characteristics of dental procedures, that I may have an elevated risk of contracting the 
virus simply by being in a dental office, even though the CDC and Utah Department of Health guidelines are 
being observed. 

8. INFORMED CONSENT: I have been given the opportunity to ask any questions regarding the risks of contract-
ing COVID-19 to the best of my knowledge. I do voluntarily assume any and all reasonable medical/dental risks, 
including the substantial and significant risk of serious harm, if any, which may be associated with any phase of 
my treatment as a result of the COVID-19 pandemic. I acknowledge that the nature and purpose of the dental 
procedures recommended have been explained to me if necessary and I have been given the opportunity to ask 
questions.  

9. The American Academy of Pediatric Dentistry (AAPD) and the American Dental Association (ADA) have 
recently released guidance for dental practices regarding the use of COVID-19 related Personal Protective 
Equipment (PPE) as outlined by the Centers for Disease Control (CDC). with these new CDC recommendations 
comes a rise in expenses for your dental practice. A $10.00 PPE fee will be charged per visit, per patient. Most 
insurance companies are covering the cost of the added PPE fee, however, if your insurance company does not, 
it will be the responsibility of the patient. 

APPOINTMENT CANCELLATION POLICY

We understand that unplanned issues can come up and you may need to cancel an 
appointment. If that happens, we respectfully ask for scheduled appointments to be 
cancelled at least 24 business hours in advance. 

Dr. M. Sean Lorscheider and our hygientists want to be available for your needs and 
the needs of all of our patients. When a patient does not show up for their scheduled 
appointment, another patient loses the opportunity to be seen. Although we have 
always had a cancellation policy, circumstances have caused us to enforce a policy 
of charging for no-show appointments and those appointments not cancelled within 
24 business hours.  

Thank you for being a valued Lone Peak Dental patient and for your understsanding 
and cooperation as we institute this policy. This policy will enable us to better serve 
the needs of all our patients. 

As of September 1, 2018 there will be a fee $25.00 assessed if we do not receive a 
phone call to cancel an appointment. 

- Your Lone Peak Dental family

Patient Name (print): ______________________________ Date: ____________________

Patient Signature: _________________________________

(Patient, Legal Guardian, or Authorized Agent of Patient)

CONSENT TO PROCEED

(Patient, Legal Guardian, or Authorized Agent of Patient)

I authorize Dr. M. Sean Lorscheider, DMD and/or such associates or assistants as he may designate to 
perform those procedures as may be deemed necessary or advisable to maintain my dental health or the 
dental health of any minor or other individual for which I have the responsibility, including arrangement 
and/or administration of any sedative (including nitrous dioxide), analgesic, therapeutic, and /or other 
pharmaceutical agent(s), including those related to restorative, palliative, therapeutic or surgical treat-
ments.

I understand that the administration of local anesthetic may cause an untoward reaction or side effects, 
which may include, but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness, and 
temporary or rarely, permanent numbness. I understand that occasionally needles break and may require 
surgical retrieval. Occasionally drops of local anesthetic may contact the eyes and facial tissues and 
cause temporary irritation. 

I understand that as part of the dental treatment, including preventative procedures such as cleanings and 
basic dentistry, including fillings of all types, teeth may remain sensitive or even possibly quite painful both 
during and after completion of treatment. Dental materials and medications may trigger allergic or sensi-
tivity reactions.

After lengthy appointments, jaw muscles may also be sore or tender. Holding one’s mouth open can, in a 
predisposed patient, precipitate a TMJ disorder. Gums and surrounding tissues may also be sensitive or 
painful during and/or after treatment. Although rare, it is also possible for the tongue, cheek, or other oral 
tissues to be inadvertently abraded or lacerated (cut) during routine dental procedures. In some cases, 
sutures or additional treatment may be required. 

I understand that as part of dental treatment, items including, but not limited to crowns, small dental 
instruments, drill components, etc. may be aspirated (inhaled into the respiratory system) or swallowed. 
This unusual situation may require a series of x-rays to be taken by a physician or hospital and may, in rare 
cases, require bronchoscopy or other procedures to ensure safe removal. 

I understand the need to disclose to the dentist any prescription drugs that are currently being taken or 
that have been taken in the past. I understand that taking the class of drugs prescribed for the prevention 
of osteoporosis, such as Fosamax, Boniva, or Actonel, may result in complications of non-healing of the 
jaw bones following oral surgery or tooth extraction.

I do voluntarily assume any and all reasonable medical/dental risks, including the substantial and signifi-
cant risk of serious harm, if any, which may be associated with any phase of standard dental preventative 
and operative treatment procedures in hopes of obtaining the potential desired results, which may or may 
not be achieved, for my benefit or the benefit of my minor child or ward. 

I acknowledge that the nature and purpose of the foregoing procedures have been explained to me if 
necessary and I have been given the opportunity to ask questions.   

Patient Name (print): ______________________________ Date: __________________________

Patient Signature: _________________________________
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Patient Name (print): ______________________________ Date: ____________________

Patient Signature: _________________________________
(Patient, Legal Guardian, or Authorized Agent of Patient)
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Your Rights
The following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. Under federal law, however, you 
may not inspect or copy the following records: psychotherapy notes; information compiled in reasonable 
anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health infor-
mation that is subject to law that prohibits access to protected health information. 

You have the right to request a restriction of your protected health information. This means you may ask us 
not to use or disclose any part of your protected health information for the purpose of treatment, payment or 
healthcare operations. you may also request that any part of your protected health information not be 
disclosed to family members or friends who may be involved in your care or for notification purposes as 
described in this Notice of Privacy Practices. Your request must state the specific restriction requested and 
to whom you want the restriction to apply. 

Your dentist is not required to agree to a restriction that you may request. If the dentist believes it is in your 
best interest to permit use and disclosure of your protected health information, your protected health infor-
mation will not be restricted. You then have the right to use another Healthcare Professional. 

You have the right to request to receive confidential communications from us by alternative means or at an 
alternative location. You have the right to obtain a paper copy of this notice from us, even if you have agreed 
to accept this notice alternatively, i.e. electronically. 

You may have the right to have your dentist amend your protected health information. If we deny your request 
for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal 
to your statement and will provide you with a copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected 
health information. 

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then 
have the right to object or withdraw as provided in this notice. 

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe  your privacy rights 
have been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. 
We will not retaliate against you for filing a complaint.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties 
and privacy practices with respect to protected health information. If you have any objections to this form, 
please ask to speak with our HIPAA Compliance Officer in person or by  phone at our main phone number. 

By signing below it is only acknowledgement that you have received this Notice of our Privacy Practices. 
 

COVID-19 PANDEMIC CONSENT

1. I knowingly and willingly consent to dental treatment by Dr. M. Sean Lorscheider and any designated associ-
ates and employees during the COVID-19 pandemic.

2. I understand that Dr. M. Sean Lorscheider is following the CDC guidelines for treatment protocol and infection 
control. 

3. I am unaware of being a possible carrier or infected: I confirm that I have not tested positive for COVID-19 in 
the past 30 days and that I am not presenting with any of the following symptoms of COVID-19: 
 A. Fever of 100.5 degrees Fahrenheit or 37 degrees Celsius or higher.
 B. Shortness of breath
 C. Dry cough
 D. Runny nose
 E. Sore throat
 F. Diminished sense of taste and/or smell

4. Contact with infected: I confirm that I have not been in close contact defined as 6 feet or less for a duration 
of fifteen minutes or more with someone who has tested positive for COVID-19 in the last 14 days. 

5. Public travel: I confirm that I have not traveled outside of the United States in the past 14 days. I confirm that I 
have not traveled domestically by commercial airline, bus, or train within the last 14 days. 

6. I understand the COVID-19 virus has a long incubation period, during which carriers of the virus may not show 
symptoms, yet are still highly contagious. It is impossible to determine who has it and who does not, given the 
current limitations and availability in COVID-19 viral testing. 

7. Risk of transmission: I understand that due to the frequency of visits of other dental patients, characteristics 
of the virus, and the characteristics of dental procedures, that I may have an elevated risk of contracting the 
virus simply by being in a dental office, even though the CDC and Utah Department of Health guidelines are 
being observed. 

8. INFORMED CONSENT: I have been given the opportunity to ask any questions regarding the risks of contract-
ing COVID-19 to the best of my knowledge. I do voluntarily assume any and all reasonable medical/dental risks, 
including the substantial and significant risk of serious harm, if any, which may be associated with any phase of 
my treatment as a result of the COVID-19 pandemic. I acknowledge that the nature and purpose of the dental 
procedures recommended have been explained to me if necessary and I have been given the opportunity to ask 
questions.  

9. The American Academy of Pediatric Dentistry (AAPD) and the American Dental Association (ADA) have 
recently released guidance for dental practices regarding the use of COVID-19 related Personal Protective 
Equipment (PPE) as outlined by the Centers for Disease Control (CDC). with these new CDC recommendations 
comes a rise in expenses for your dental practice. A $10.00 PPE fee will be charged per visit, per patient. Most 
insurance companies are covering the cost of the added PPE fee, however, if your insurance company does not, 
it will be the responsibility of the patient. 

APPOINTMENT CANCELLATION POLICY

We understand that unplanned issues can come up and you may need to cancel an 
appointment. If that happens, we respectfully ask for scheduled appointments to be 
cancelled at least 24 business hours in advance. 

Dr. M. Sean Lorscheider and our hygientists want to be available for your needs and 
the needs of all of our patients. When a patient does not show up for their scheduled 
appointment, another patient loses the opportunity to be seen. Although we have 
always had a cancellation policy, circumstances have caused us to enforce a policy 
of charging for no-show appointments and those appointments not cancelled within 
24 business hours.  

Thank you for being a valued Lone Peak Dental patient and for your understsanding 
and cooperation as we institute this policy. This policy will enable us to better serve 
the needs of all our patients. 

As of September 1, 2018 there will be a fee $25.00 assessed if we do not receive a 
phone call to cancel an appointment. 

- Your Lone Peak Dental family

Patient Name (print): ______________________________ Date: ____________________

Patient Signature: _________________________________

(Patient, Legal Guardian, or Authorized Agent of Patient)

CONSENT TO PROCEED

(Patient, Legal Guardian, or Authorized Agent of Patient)

I authorize Dr. M. Sean Lorscheider, DMD and/or such associates or assistants as he may designate to 
perform those procedures as may be deemed necessary or advisable to maintain my dental health or the 
dental health of any minor or other individual for which I have the responsibility, including arrangement 
and/or administration of any sedative (including nitrous dioxide), analgesic, therapeutic, and /or other 
pharmaceutical agent(s), including those related to restorative, palliative, therapeutic or surgical treat-
ments.

I understand that the administration of local anesthetic may cause an untoward reaction or side effects, 
which may include, but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness, and 
temporary or rarely, permanent numbness. I understand that occasionally needles break and may require 
surgical retrieval. Occasionally drops of local anesthetic may contact the eyes and facial tissues and 
cause temporary irritation. 

I understand that as part of the dental treatment, including preventative procedures such as cleanings and 
basic dentistry, including fillings of all types, teeth may remain sensitive or even possibly quite painful both 
during and after completion of treatment. Dental materials and medications may trigger allergic or sensi-
tivity reactions.

After lengthy appointments, jaw muscles may also be sore or tender. Holding one’s mouth open can, in a 
predisposed patient, precipitate a TMJ disorder. Gums and surrounding tissues may also be sensitive or 
painful during and/or after treatment. Although rare, it is also possible for the tongue, cheek, or other oral 
tissues to be inadvertently abraded or lacerated (cut) during routine dental procedures. In some cases, 
sutures or additional treatment may be required. 

I understand that as part of dental treatment, items including, but not limited to crowns, small dental 
instruments, drill components, etc. may be aspirated (inhaled into the respiratory system) or swallowed. 
This unusual situation may require a series of x-rays to be taken by a physician or hospital and may, in rare 
cases, require bronchoscopy or other procedures to ensure safe removal. 

I understand the need to disclose to the dentist any prescription drugs that are currently being taken or 
that have been taken in the past. I understand that taking the class of drugs prescribed for the prevention 
of osteoporosis, such as Fosamax, Boniva, or Actonel, may result in complications of non-healing of the 
jaw bones following oral surgery or tooth extraction.

I do voluntarily assume any and all reasonable medical/dental risks, including the substantial and signifi-
cant risk of serious harm, if any, which may be associated with any phase of standard dental preventative 
and operative treatment procedures in hopes of obtaining the potential desired results, which may or may 
not be achieved, for my benefit or the benefit of my minor child or ward. 

I acknowledge that the nature and purpose of the foregoing procedures have been explained to me if 
necessary and I have been given the opportunity to ask questions.   

Patient Name (print): ______________________________ Date: __________________________

Patient Signature: _________________________________


