DENTAL CENTER
Patient Policies

Notice of Privacy Practices: We keep a copy of the health care services we lorov/o’e 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 contactl}‘lg our Ioaticnt coordinator.

By my sgnature below1 acknow/ea’ge recellbt of the Notice of Privacy Practices.

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

Printed Name Rc/at/bnsh/}o to /oat/bnt (/fnot 56/@

Cancc//ation, Late, or Missed a’p’pointmcnt Po/icq: We strive tolorovia’e our

IDatients with the utmost Profess/ona//sm 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 em/ohasize the imIDor‘tancc of your own commitment to

t/‘lc care you neea’ to receive ana’ to f/LIC po/fcics we ask you to aa’/‘zcre to.

We want to see youon time to have aa’cquate time to do the necessary Procca’ures. Arriving on
time will Pcrmit all the treatment P/annea’ for the a’ag. All appo/ntmcnts should be made before
/caving the office, when loossib/e, as our schedules il qu/ck/y.

We cxpcct you to keelo all your alopomtmcnts. With the cxcclotfon of serious cmccgcncic's itis
cxlocctca’ t/7at you kee/o a// your alDlDointments. ¥ you ncca’ to re~sc/7€a’u/e an aIDIDointment we
require 24 hours notice. In such a case, Io/ease call our office and arrange fora make~ulo

aPPofl‘l tment with our Patient Coordinator.

In an instance of a cancellation without 24 hours notice or no-show to a scheduled alopomtmcnt,
we reserve the r/g/?t to Chargc Yyoua $50.00 fee. Ininstances of rcpcatcd non-comp/iance with
your scheduled visits, we also reserve the r{g/n‘ to discontinue care, allow care on a space

avai/ab/c basis, O/”P/”OV[G’C aPPOf/‘IfmCFItS ona Pre~loay basis.

We alopreciate you grcat/y as our Pat/cnt ana’ strive to accomp/is/‘l wona’en[u/ resu/ts ana’ success

fOFyOU.

Continued on back




F lnanCIa/ P O/ICL/ We realize that every person ’s financial situation is ditferent. For this

reason, we have Workeo/ hard to prov:o’e a vanety of payment options to /7e4o you receive the
dental care you need and deserve that allows you to eryoy a nea/tny, beautitul smile with respect
to your buo’get.

Dental Insurance: We welcome an open discussion of services and fees prior to
treatment in order to avoio’any kind of misunderstanding Once insurance e/ig]b///tg is
a’etermineoi as a courtesy to you, we will Fle for payment of your benefits. We ask that your
estimated co-payment and deductible be paio’at the time of your service. We accept Casn,
checks, debit and credit cards. Dental Insurance has limitations that we, as your dental provio’er,
do not control. Itis impor‘tant to keep your account with our office up-to-o’ate, regard/ess of
the payment schedule of your insurance company. U/timate/y, your bill i your responsibi/itg.

Optiona/ Payment Terms:

1. Full Pre-Pay Cash Courtesy: We offeraio% courtesy for all treatment that is paia’in full
by cash or check five Working days prior to the o’ay that treatment is begun. For credt cards
the courtesy is 7%. If you have dental insurance, paia’~in~)(u// will mean you will receive the
courtesy discount on the estimated co-pay por‘tion.

2. Full Pay Cash Courtesg on Day of Service: We oti[eraj% cour‘tesy for all treatment
that is paio’ in full by cash or check on the o’ay of treatment. There is no dag of service
courtesy for credit cards. If you have dental insurance, paia’~in~1(u// will mean you will receive
the courtesy discount on the estimated co-pay por‘tion.

3. sz'or Service — Two Payment Option: We offer a two-payment option for crowns,
brio’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 appointment.

4. Credit Card Payment Op tion: We allow (with a signed agreement form and established
payment /7istory), a Credit Card Payment Option which allows youto make three equa/
installments t)y credit card. One-third of treatment cost is Ct)argeo’ to your credit card at the
first appointment; one-third is c/7argeo’ to your credit card 30 days later; and the final one-
third is c/7argeo’ to your credit card at 60 dags from the initial appointment Our office
personne/ will bill these to your credit card on the due dates.

5. Out of Office Financing: By arrangement with CareCredit and/or CitiHealth Carc/, we
offer our patients, upon approva/ ,an lntere5t~lfree, low mont/'l/y pagment p/an option tnrougn
these third parties with no down payment, no annual fee, and no pre~payment pena/tg. Please

ask for a hassle-free app/icatlon with an on-line decision in minutes.

P aymcnt P O/icics : Thereisa $25.00 fee on all returned checks. Accounts 30 days past

due will accrue a 1. 5% per month late payment cnarge on any amount over-due.

By my signature below1 acknow/eo’ge recelpt of the appointment and financial po/icies.

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

Printed Name Re/at/ons/vip to patient (f not self)




