
DENTAL ARTS SAN DIEGO  
707 Arnele Ave.  

El Cajon, CA. 92020 
Phone: 619-444-1001 Fax: 619-588-8022   

Email: dentalartssandiego@gmail.com 
 
 
Please read and initial that you  
have read and understand the following:  
 
______Broken appointment's notice  

**There will be a $25 dollar charge for each broken appointment without 24 hours     
   notice. 

 
______Dental Materials Fact Sheet 
 **I acknowledge that I have received a copy of the dental materials fact sheet  
    version issued in 2004. 
 
______Acknowledgement of Privacy Practices 
 ** I have been informed of my rights to privacy regarding my protected health 
    information, under Health Insurance Portability & Accountability of 1996 
    (HIPAA) 
    Additional family members also covered by this acknowledgement 
     
    _______________________________________________________ 
 
    _______________________________________________________ 
 
 
    _______________________________________________________ 
 
 
Signature of Patient_____________________________________________ Date________ 
 
Signature of Parent/ Guardian if Patient is a Minor_____________________Date________ 

DENTAL ARTS SAN DIEGO  
707 Arnele Ave.  

El Cajon, CA. 92020 
Phone: 619-444-1001 Fax: 619-588-8022   

Email: dentalartssandiego@gmail.com 
 

Patient Request to Copy Dental Records  
 

Patient Name:____________________________________________________ 
 

Patient ID#______________________________________________________ 
 

Date of Birth:____________________________________________________ 
 
 

 I hereby request a copy of my x-rays.  
 
 
If you are requesting a physical copy please fill the section below:  
 
I agree to pay the reasonable cost of copying of $25 per xray and the cost of mailing.  
 
Mail Copy to: 
 
Name:     ________________________________________________________ 
 
Address:___________________________State:_______________________Zip:_______ 

 
 
If you are requesting an electronic copy there is no charge please complete the section 
below: 
 
Email Address: __________________________________________________________ 

 
  

 
Signature of Patient:_________________________________________ Date:_________ 
 
 
Signature of Parent/Guardian if Patient is a Minor:__________________Date:_________ 

707 Arnele Avenue
El Cajon, CA 92020

Phone:  619-444-1001   Fax:  619-588-8022
Email:  dentalartssandiego@gmail.com
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