DENTAL CENTER
Patient Policies

Notice of Privacy Practices: We keep acopy of the health care services we IDrov/a/c you. You
may ask to see and copy that record. You may also ask us to correct that record. We will
NOT disclose your record to others unless you direct us to do so or unless the law authorizes
or compe/s us to do so. You may see your record or get more information about how your

health information may be used and disclosed by contacting our Pat/ént coordinator.

By my S{gnature below 1 acknow/ca’gc receipt of the Notice of Privacg Practices.

Sgnaturc of Patient or /ega//y authorized individual Date

Printed Name Rc/ations/w}o to paf:/ént (¥ not self)

Cancellation, Late, or Missed aRpointmcnt Po/icy: We strive to lorovide our patients
with the utmost Professiona/tlsm and excellence of service. Our commitment to your oral
health is somet/'n'ng our office takes cluite seriously. Because we care about you we
realize it would be a disservice to you ifwe did not cmphasfze the imloor'tance of your own

commitment to the care Yyou need to receive and to the Po/fcies we ask Yyou to adhere to.
We want to see youon time to have aa’equatc time to do t/’:c necessar /Drocea’ures.
Arriving on time will /oermit all the treatment P/annca’ for the a’ay. All alopointments

should be made before /eaving the office, when loossib/e, as our schedules fill qufckly.

We cxloect Yyou to kcep all your aploointmcnts. With the exccpt/on of serious

emecgcncies itis exloected that you kcelo all of your aloloointments I You need to re-

schedule an apporntmcnt we rcqurrc a minimum 24 hours notice (one busmcss c/au if

cancc//rnz ona wcc/<cnd and 72 hours if cancc///nza sedation or a two hour or greater

QpOIﬂthﬂt). In 5UC/7 a casc, P/ease ca// our O)CICICC ana’arrangc z[ora make~ulo

aploointment with our Patient Coordinator.

In an instance of a cancellation without 24 hours notice or no-show to a scheduled
aloloointment, we reserve the r[g/ﬂf to c/'la/ge Yyoua $50.00 fee per hour. Ininstances of
rclocatea’ non-comp/iance with your scheduled visits, we also reserve the ng/nf to discontinue

care, a//ow careona space-avai/ab/e 13851:5, or IDI” OV[G’C aPPOfI‘IthFItS ona IDI’ e-loay basis.

We a/olorcciate you grcat/y asour Ioatient ana’ strive to accomp/is/v wonden[u/ rcsu/ts ana’

SUCCESS )[oryou.
Continued on back




Financial Policies: We realize that every person’s financial situation is ditferent. For

this reason, we have worked hard to /orovia/e a varicty of loaymcnt olot/'ons to /76//3 you
receive the dental care you need and deserve that allows you to ery’oy a hca/t/vy,
beautiful smile with respect to your bua’get.

), Dcnta/ Insurance: We welcome an open discussion of services and fees Ionbr to
treatment in order to avoid any kind of misuna’erstandlhg Once insurance e/gbt/ny is
determlned asa courtesy to you, we will file for paumcnt of uourbcncﬁts for up to 30 c]aus
after treatment is comp/ctcd Bcuond 30 daqs it Wl// bccomc your rcspons:bl/ttq to /'lana’/e

C/alms WIbLJ your insurance reprcsentatlvc At t/ws time youraccount WI// be a’ue un/ess fur‘t/wr

arrangements have been madc w:t/7 our z[manaa/ Coora’lnator. Patient’s Initials

2) Co—Paymcnf:/Dcductlb/cs We ask that your estimated co-paumcnf: and deductible be
pald at the time of. uourscn/lcc We accept cash checks debit and credit cards. Dental

Insurance has llmtt:at'lons that we, as your dental Prowdcr, do not cont'ro/, dental insurance is a
contract between you and the insurance compary. Itis important to /<ccp your accourtt with
ouroffice uP~to~datc, rcgard/css of the loaymcnt schedule of your insurance company.
Ulimately, yourbi// is your rcsponsibi/ﬂy Patient’s Initials

3) Optiona/ Payment Terms:

1. Full Pre-FPay Cash Courtesy: We offer a10% courtesy for all treatment that is loaid in
Full by cash or check five Working dags lDrior to the day that treatment is begun. For
credit cards the courtesy 15 /%. I you have dental insurance, Paid~in~1[u// will mean
you will receive the courtesy discount on the estimated co-pay IDor'L'ion.

2. Full Pay Cash Courtcsy on Day of Service: We offer a 5% courtesy for all treatment
that is Ioaicl in full by cash or check on the day of treatment. Thereis no day of service
courtesy for credit cards. If you have dental insurance, Pald~lh~7[u// will mean you will
receive the courtesy discount on the estimated co-pay Portion.

3. sz’orScrvicc ~ Two Payment Option: We offera two-payment olotion for crowns,
bria’ges, root cana/s, and denture treatments. We ask that you pay one half of your
treatment cost at the first aPPointment and the second half at the second
appo/ntment.

4. Outof Office Financing: By arrangement with CareCredit, we offer our Ioatients,
upon aIDProva/ ,an interestﬁ[ree, low month/y Payment ID/an olotion t'hrough these
third Parties with no down payment, no annual fee, and no pre-payment Ioena/ty.

Please ask for a hassle-free aPP/fC&ﬁOI’I with an on-line decision in minutes.

4) Paymcnt Po/fcfcs: Thereisa $25.00 fee on all returned checks. Accounts 30 days

Pasf: duewill accrue al. 5% per month late ‘paymcnf: chatgc on any amount over-due.

By my S{gnature below 1 acknow/ca’gc receipt of the aploointmcnt and financial loo/icics.

Signature of Patient or /ega//y authorized individual Date

Printed Name Rc/ations/w}o to paf/cnt (¥ not self)
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