DENTAL CENTER
Patient Policies

Notice of Privacy Practices: We kccp a copy of the health care services we Provia’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 comloc/s us to do so. You may see your record or get more information about how your

health information may be used and disclosed [)y Contacti/‘lg our Ioaticnt coordinator.

By my s{gnature below1 acknow/ca’gc rCCCII'Dt of the Notice of Privacy Practices.

Sgnature of Patient or /ega/{g authorized indvidual Date

Printed Name Rc/at/bnsh/}o to /oat/bnt ([fnot SC/D

Cancellation, Late, or Missed appointment Policy: We strive toprowb’c our

Paticnts with the utmost Proz[cssiona/ism and excellence of service. Our commitment to your oral
health is something our office takes quite seriously. Because we care about you we realize it

g 9 &) Y
would be a disservice to you if we did not cmlo/')asizc the imloortancc of your own commitment to

t/')c care you ncca’ to receive ana’ to t/')c Po/icics we ask you to aa’/‘zcre to.

We want to see youon time to have aa’cqua te time to do the necessary Procca’urcs. Arrivi/‘lg on
time will Pcrmit all the treatment Io/annca’ for the day. All alopointmcnts should be made before
/caving the office, when Possib/c, as our schedules fill quick{g.

We cxlocct you to kccp all your appointmcnts. With the cxcclotion of serious cmccgcncics itis

cxlocctca’ thatyou kecp a// ofyourappointmcnts h( you need to rc~5c/7@a’u/c an

appomtmcnt we rcqu:rc a minimum 24 hours notice (one business a’aq if

cancc//mz on a wcckcna’ ana’/Z hours lfcancc//mza sedation or a 90 minute or

greater appointment). In such a case, Io/casc call our office and arrange fora makcwulp
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aPPofl‘l tment with our Patient Coordinator.

In an instance of a cancellation without 24 hours notice or no-show to a scheduled appoi/‘ltmcnt,
we reserve the r{g/‘nf to C/')acgc Yyoua $50.00 fee per hour. Ininstances of repea ted non-
Comlo/iancc with your scheduled visits, we also reserve the r[g/‘nf to discontinue care, allow care

ona sloacc~avai/ab/c 1)3513, OFPFOV[G’C alopointmcnts ona Pre-/oay 173513.

We aIDIDrccia te Yyou grea t{g as our Ioaticnt ana’ strive to accomp/is/') wona’cn[u/ resu/ts ana’ success

fOFyOU.

Continued on back




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

reason, we have worked hard to Provia’c a varicr,y of Ioaymcnt olotions to /‘)640 you receive the dental
care you need and deserve that allows you to C/joy a hca/tfy, beautiful smile with rcslocct to your
bua’gct

1) Den tal Insurance: We welcome an open discussion of services and fees IDrior to treatment
in order to avoid any kind of misundcrstandlhg Once insurance c/g/bi/ir,y /s determined, as a courtesy

toyou we will file for paqmcnt ofqour benefits for up to 30 a’aqs after treatment is

comp/ctca’ chona’ 30 a’aqs it w:// become your rcspons:bllltq to handle claims wnf/)your

insurance rclorcscnta tive. At tf)/s time your account WI// bc a’uc un/css furtf)cr arrangcmcnts flavc bccn

maa’c wnff) our zflnanc:/a/ coora’/na tor. Patient’s Initials

2) Co~Paymcnt/Dca’uctib/cs: We ask thatyourcstimated co~Paymcnt and deductible
be Paia’ at the time of your service. We accept cash, checks, debit and credit cards. Dental

Insurance has limitations that we, as your a’cntalprovia’cr, do not control; dental
insurance is a contract between you and the insurance company. It is imPortant to
kccp Yyour account with our office uP~to~a’atc, rcgara’/css of the Paymcnt schedule of
your insurance company.

U/timatc/y, your bill is your rcsponsibi/iiy. Patient’s Initials

3) Optiona/ Payment Terms:

/. Mey'or Service — Two Payment Option: We offer a two-payment olot/on for crowns, br/dges,
root cana/s, and denture treatments. We ask that you pay one half of your treatment cost at the
first aloloo/ntment and the second half at the second a/oloo/ntment.

2. Out of Office Financing: By arrangement with Care Credit, we offer our /oat/ents, upon
alolorova/ | an interest-free, low month/y payment Io/an olot/on through these third /oartfes with no
down payment, no annual fee, and no pre-payment Ioena/ty. Please ask for a hassle-free

app//cat/on with an on-line decision in minutes.

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

Past due will accrue a 1.5% per month late Paymcnt chargc on any amount over-due.

By my s{gnature below acknow/ca’gc rCCCII'Dt of the aIDIDointmcnt and financial Ioo/icies.

Sgnature of Patient or /@ga/{g authorized indvidual Date

Printed Name Re/at/bnsh/}o to /oat/bnt Ofnot 5@/[)
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