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Welcome to Our Office! 
 
We want to welcome you to our office and look forward to serving you!  The following 
information is important in assisting you with planning your first visit to our office.  Please 
feel free to contact us with any questions.  Our office hours are: Monday and Tuesday  
7 am to 6 pm, and the second Wednesday of each month. 
 
DIRECTIONS and ACCOMMODATIONS     A map to our office is enclosed.  If 
traveling from outside Ohio, we are in the Eastern Standard time zone.  Several area hotels 
provide courtesy rates for our patients and we will provide that information to you. 
 
MEDICAL HISTORY   A Personal History and HIPAA Consent form are enclosed.  
Please bring the completed forms to your appointment. In addition, bring past 
medical records, x-rays, splints or information you feel is pertinent for your evaluation. 
Your spouse or partner may accompany you to your appointment as successful treatment 
begins with family involvement. For their safety and in compliance with state law, 
accompanying children are not permitted in the treatment room. 

 
CANCELLATIONS   Kindly consider the time reserved for you.  A fee may be charged for 
failure to show for your appointment.  If you need to change or cancel your appointed time, 
contact us during normal office hours so we can reappoint your time to allow that time for 
another patient.  We regret that appointments missed without notification will not be re-
appointed. 
 
INSURANCE    TMJ & Facial Pain Center does not participate with your medical carrier.  
Please contact your primary care physician for out-of-network referrals.  We will gladly file 
claims or provide you with a ready-to-file form. Patients with secondary insurance plans 
will need to be responsible to file claims to the secondary carrier.  

 
MEDICARE   TMJ & Facial Pain Center does not participate with Medicare and therefore, 
payment is expected at the time of service.  Medicare, recipients are required to sign a 
private contract stating that neither the patient nor the provider will file claims to 
Medicare.   
 
FEES and PAYMENT PLANS    The fee for the initial exam will be $95.00, payable at 
the time of the visit.  This fee is for the exam only and does not include x-rays, scans, 
diagnostic injections, treatment or additional procedures that may be performed.  We 
welcome all major credit cards, check or cash for your convenience. We also offer Care 
Credit, a flexible payment program designed for healthcare expenses. 
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Notice of Privacy Policies 
TMJ & Facial Pain Center, Inc. 

 
The information provided below illustrates the manner your protected health information could be accessed and released 
and what you need to know about this process. This important document should be reviewed thoroughly. Managing the 
privacy of your protected health information is extremely important to TMJ & Facial Pain Center . 

 
TMJ & Facial Pain Center. Legal Responsibilities: As mandated by Federal and State legal requirements your 

protected health information must be protected.  As part of these regulations we are required to ensure you are aware of 
privacy policies, legal duties and your rights to your protected health information. This notice of privacy policies, outlined 
below, will be in effect for the duration and must be followed by our practice.  This notice will be in effect until it is 
replaced and becomes effective 04/01/2003. 
 
We reserve the right to modify our privacy policies and the terms of this notice at any time, and will make such 
modifications within the guidelines of the law.  We reserve the right to make the modifications effective for all protected 
health information that we maintain, including protected health information we created or received before the changes 
were made. Changing this notice will precede all significant modifications.  This notice will be available upon request. 
 
Copies of this notice are available at your request. For your convenience information regarding how you can contact us is 
at the bottom of this notice. 
 
PROTECTED HEALTH INFORMATION USE AND DISCLOSURE: Information regarding your health may be used and 
disclosed for the purpose of treatment, payment and other healthcare operations. Examples cited below further explain 
the use and disclosure process. 
 
Treatment:  Use and disclosure of your protected health information may be provided to a physician or other healthcare 
provider providing treatment to you. 
 
Payment:  Your protected health information may be used and disclosed to obtain payment for services we provided to 
you. 
 
Healthcare Processes:  We may use and disclose your protected healthcare information in relations with our healthcare 
process. These processes include an assessment, improvement activities, reviewing the competence or qualifications of 
healthcare professionals, provider performances and evaluating practitioner, conducting training programs, accreditation, 
certification, licensing or credentialing activities. 
 
Your Authorization:  At any time you may provide in writing your authorization for use and disclosure of your protected 
health information for any purpose. You may choose to revoke your written permission at any time.  The revocation must 
be in writing.  If you revoke your written authorization it will not affect any use or disclosure prior to the revocation.   
 
Your protected health care information may be used and disclosed to you, as described in the patient rights section of 
this notice.  In addition, your protected health information may be used and disclosed to a family member, friend, or other 
person to the extent necessary to assist you with your healthcare, but only with your authorization.  
 
Person Involved in Care:  In order to accommodate the notification of your location, your general condition, or death, 
your protected health information may be used or disclosed to a family member, your personal representative or another 
person responsible for your care.  If you are present and wish to object to such disclosures of your protected health 
information you may do so.  To the extent you are incapacitated or emergency circumstances exist, we will disclose 
protected health information using our professional judgment disclosing only protected health information that is directly 
relevant to the person’s involvement in your healthcare.  We will use our professional judgment and our experience with 
common practices to make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, 
medical supplies, x-rays, or other similar forms of protected health information. 
 
Marketing Health-Related Services:  The use of your protected health information for the purpose of marketing 
communications is prohibited without you’re written authorization.   
 
Required by Law: Your protected health information may be used or disclosed if required by law. 
 
Abuse or Neglect:  As required by law, if we have reason to believe that you are the victim of possible abuse, neglect or 
domestic violence or other possible crimes, your protected health information may be disclosed to the appropriate 
authorities.  If we have reason to believe the use or disclosure of your protected health information will prevent a serious 
threat to your health or safety or the health or safety of others we may have to provide the necessary protected health 
information. 
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National Security:  Under some circumstances the military may require disclosure of health care information for armed 
forces personnel. For the purpose of national securities activities, counter intelligence and lawful intelligence, authorized 
federal authorities may require disclosure of protected health information.  Protected health care information disclosure 
may be made to correctional facilities or law enforcement authorities with the lawful authority requiring custody of such 
information.  
 
Appointment Reminders:  Your protected health care information may be used to assist you with appointment 
reminders in the form of voicemail messages, postcards, or letters. 
 
PATIENT RIGHTS 
 
Access:  At all times you have the right to review your protected health information, with limited exceptions.  At your 
request, we will provide your information in a format other than photocopies.  If we are able to do so we will 
accommodate your request. 
 
Your request to obtain access to your information must be in writing.  You may obtain a Protected health information 
Access Form by using the contact information at the end of this notice.  We may need to charge you a reasonable cost-
based fee for expenses including copies and staff time.  You may also request access for submitting a letter using the 
information at the bottom of this notice.  If you request copies, we will charge you an initial fee of fifteen dollars, one 
dollar a page for the first ten pages, fifty cents per page for pages eleven through fifty and twenty cents per page for 
pages fifty-one and higher.  Postage will be included if you wish to have your information mailed.  If you request a format 
option, which is different, we will charge a cost based fee for that format.  An explanation of fees can be made available. 
 
Disclosure Accounting:  Your rights include the choice to receive a review of every time we or our business associates 
disclosed your protected health information for reasons other than treatment, payment, healthcare information and 
certain other activities for the last six years but not before April 14, 2003. Additional reasonable cost based fees may be 
extended if your requests for such information are more than one time per year. 
 
Restrictions:  You may request we apply additional restrictions to any disclosure of your health care information.  We 
are not required to respond to the application of these additional restrictions.  If we agree to follow your request regarding 
additional restrictions we will follow the agreed restrictions unless an emergency situation dictates otherwise. 
 
Alternative Communication:  Your rights include the instruction to request how you are communicated to regarding 
your protected health information.  Your request must be in writing and can spell out other ways or others locations 
regarding your protected health information communication. You must identify agreed upon explanations of payment 
arrangements under alternative communications. 
 
Amendment:  You can initiate a written request to amend your protected health information.  Included in the amendment 
must be an explanation why information should be amended.  Certain conditions may exist where we may reject you 
request. 
Electronic Notice:  If you receive a notice electronically, you are entitled to receive the notice in writing as well. 
QUESTIONS AND COMPLAINTS 
More information is available to you regarding our privacy policies, please contact us. 
If at any time you are unsure or concerned that your protected health information has not been protected or if you believe 
an error was made in the decision we made about accessing your protected health information; or in the response to a 
request you made to amend the use or disclosure of your protected health information; or to have us communicate to you 
by an alternative means or at an alternative locations, you have the right to bring this issue forward.  You may make a 
complaint to the U.S. Department of Health and Human Services.  We will provide you with the address to file your 
complaint with the U. S. Department of Health and Human Service at your request.   
Privacy of your protected health information remains extremely important; we are committed to ensure your privacy.  If 
you file a concern with the U.S. Department of Health and Human Resources we will not retaliate in anyway.  We are 
available to assist you with any questions, concerns or complaints. 
 
Contact Person’s Name:   Sherry McCutcheon 
Telephone:     (614) 794-0033 
Fax:     (614) 794-2291 
E-Mail:      
Address:    158 Commerce Park Drive 
City, State, Zip:   Westerville, Ohio  43082 
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Consent for Use and Disclosure of Consent for Use and Disclosure of Consent for Use and Disclosure of Consent for Use and Disclosure of     

Personal Health Information (HIPAA)Personal Health Information (HIPAA)Personal Health Information (HIPAA)Personal Health Information (HIPAA)    
 
This form authorizes us to use and disclose your Protected Health Information (PHI) for the purpose of 
healthcare operations, treatment and payment activities.  Before signing, please read our Notice of Privacy 
Policies to gain a clear understanding of how we may use and disclose your PHI.  For questions concerning 
our Notice of Privacy Policies, please contact:  

 
Practice Name: TMJ & Facial Pain Center, Inc., 158 A Commerce Park Drive, Westerville, OH 43082 
Contact:  Sherry McCutcheon 
Telephone:               614/794-0033 - Office         614/794-2291 – Fax 

 

Patient Information 
 

Patient Name  Address  City, State, Zip SSN Birthdate 

 
 

    

 

Patient Consent / Acknowledgement of Receipt of Privacy Policies 
 

I, ___________________________, have received and read your Notice of Privacy Policies and I consent to your 
use of my PHI (private health information) for the purpose of healthcare operations, treatment and payment. 
 

 

 

______________________________________________ 

Patient (or representative)  Signature 

 

 

_________________________ 

Printed Name 

 

 

____________________ 

Relationship to patient 

 

 

_______________ 

Date 

 
 
 
 
 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
COMPLETE BELOW ONLY IF REVOKING OR REFUSING YOUR CONSENT 

You have the right to revoke your consent at any time or to refuse to sign the consent.   We reserve the right 
to deny or discontinue treatment for refusal to sign or revocation of signature. 

Patient Revocation 
 

 

By signing below, you revoke your above consent for us to use and disclose your PHI.  However, by doing so, we 
reserve the right to discontinue treatment for you.  This revocation also does not negate any of our prior actions 
while acting under your consent. 
 

 

 

______________________________________________ 

Patient (or representative) Signature 

 

 

_________________________ 

Printed Name 

 

 

____________________ 

Relationship to patient 

 

 

_______________ 

Date 
           

Refusal to Sign – Office Use Only 
An Acknowledgement of Receipt of Notice of Privacy Policies form was delivered.  The form was not signed due to: 

 Communication barriers which prevent acknowledgement 
 Emergency which prevents acknowledgement 
 Refusal to sign 
 Other 
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