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620 EAST ALVIN DRIVE. STE. E 
SALINAS. CALIFORNIA 93906 FINANCIAL POLICY 
TELEPHONE ( 8 3  1 ) 449-8363 

Thank you for choosing us as your health care provider. The following is a 
statement of our financial policy: 

INITIAL VISIT 
Payment in full is due at time of service. We accept personal checks. 

TREATMENT FINANCING 
Payment of your treatment in full is due at time of service. However, in 
order to assist you with your health care investment, we offer the 
following payment options: 

1 ) Cash- includes personal checks and money orders. A 5% discount off. 
our fee will apply if your total account balance is kept at -0- 

3) Care Credit- offers a separate line of credit with montl-~ly 
payments as low as 3% of the outstanding balance. An interest 
free option is available. 

INSURANCE 
As a courtesy, we will process your insurance claims and estimate the 
portion not covered by your plan. Our estimates are subject to final 
approval by your insurance company; therefore, the amount due our office 
is subject to change. You are responsible for any balance not paid by your 
insurance plan within 45 days. Based on benefit verification, your 
estimated part of the treatment cost is due at time of service and may be 
paid by any one of the options listed above. 

LATE FEES 
A late fee of 1.5 % per month will be charged if your account becomes 
delinquent. 

MISSED APPOINTMENTS 
Unless cancelled at least 24 hours in advance, a fee of $20.00 will be 
payable for missed appointments. 



Dr. Russell L. Cureton 

CONSENT FOR USE AND DISCLOSURE 
OF HEALTH INFORMATION 

SECTION A: PATIENT GIVING CONSENT 

Address: 

Telephone: E-mail: 

Patient #: Social Securlty #: 

SECTION B: TO THE PATIENT - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY 

Puqxxse of Consent By signing this form, you will consent to our use and disclosure of your protected health infor- 
mation to carry out treatment, payment activities, and healthcare operations. 

Notice of Privacy Practices: You have the right to read our Notice of Rivacy Ractices before you decide whether 
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare oper- 
ations, of the uses and disclosures we may make of your protected health information, and of other important mat- 
ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to 
read it carefully and completely before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Rivacy Practices. If we change 
our privacy practices. we will issue a revised Notice of Privacy Ractices, which will contain the changes. Those 
changes may apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Rivacy Raaices, including any revisions of our Notice, at any time by contacting: 

Contact Perron: Receptionist 

Telephone: 831 -449-8363 Fax: 831 -449-8364 

Address: 620 E. Alvin Dr. Suite E Salinas, CA 93906 
Rlght to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your 
revocation submitted to the Contact Pemn listed above. Please undersand that revocation of this Consent will not 
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to 
treat you or to continue treating you if you revoke this Consent. 

SIGNATURE 

1, , have had full opportunity to read and consider the 
contents of this Consent form and your Notice of Rivacy Practices. I understand that, by signing this Consent 
form. I am giving my consent to your use and disclosure of my protected health infofmation to carry out tre~tn'wnt. 
payment activities and health care operations. 

Signature: Date: 

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative's Name: 

Relationship to Patient: 

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. 
Include completed Consent In the patlent's chrvr 



Dr. Russell L. Cureton 

ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

* You May Refuse to Sign This Acknowedgement* 

I. . have received a copy of this 
office's Notice of Privacy Practices. 

Please Print Name 

Signature 

Date 

For Office Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 

Individual refused to sign 

Communications barriers prohibited obtaining the acknowledgement 

An emergency situation prevented us from obtaining acknowledgement 

Other (Please Specify) 

0 2002 American 0enu.l Assaimion 

All Rights Resetved 

Reproduction and vse d this rum bydenlnls and their staff n permiaed. Any other use. duplition or d i i i b u t i  d this form by any other party requires the prlw 
mitten approval dthe W i n  Dental Asrriatm. 

This Form Is educational only, &ea mr somtikube legal advice. and covers only (ederal. mr state. law (Augull4.2002). 


