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           An Important Message to Our Patients Regarding Financial Matters
Our office wants all of our patients to be able to comfortably afford dental care. We proudly offer the following financial policy so that our patients can have the opportunity to decide which payment option best suits their needs.

Payment is due in full at the time of service.

Payment options:
In order to make dentistry as affordable as possible, we offer you these options;
· Pay in full with cash or check at the start of restorative treatment and receive a 5% prompt payment reward.
· Pay in full at the time of service with VISA, Master Card, Discover, and American Express.

· For patient with insurance your estimated portion is due at time of service.

We include a monthly billing charge of $10.00 and /or finance charge of 1.8% on all balances of 60 days and older.

Dental Insurance:

It is our pleasure to assist you in managing your insurance benefits.  We will assist you in every way to prepare and submit your claims, and to help maximize your insurance benefits.  As a courtesy, we will initially ask you only for your estimated co-payment.  Please understand that this is only an estimate, and is based on the information available to us. 

The financial obligation for dental treatment is between you and our office, regardless of insurance coverage.  Because dental insurance is a contract between you and your insurance company, if we have not received payment from your insurance carrier 30 days after the claim is filed, the remaining balance will be due and payable by you.

Recommended treatment is determined by what is best for your dental health. Our recommendations are based on your dental needs, not your insurance coverage.  Your insurance company may or may not cover all recommended procedures.  We request that you understand your policy in advance so that together we can make the best treatment decisions.  Please remember that dental insurance is not designed to cover 100% of the cost of your treatment.
Our staff is happy to outline estimates and payment with you anytime and answer any special concerns or needs you have.

I authorize my insurance company to make payment directly to the dental office for benefits otherwise payable to me.  I authorize release of my records to third party payers, other healthcare professionals or operations or other entities as deemed necessary by this office.  I authorize the use of this signature for all insurance submissions. I authorize this office to charge my credit card for any unpaid balances, including but not limited to balances after insurance payment.  I have reviewed the information on this form, and it is accurate to the best of my knowledge. 
Broken Appointments:

A specific amount of time is reserved especially for you and we strongly encourage all patients to keep their appointments.  If you must change your appointment, we require at least 24 hours notice to avoid a minimum $80.00/hour cancellation fee.

I understand and agree that (regardless of my insurance status); I am ultimately responsible for the balance on my account for any professional services rendered.  I, without hesitation, agree to pay reasonable collection costs of 29-40% of total debt, and/or any attorney fees, if necessary.  I have read and understand all of the information contained on this form. I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

I grant my permission to you or your assignee, to telephone me at home, cell, email and my work to discuss matters related to this form.  I have read the above conditions of treatment, payment and agree to content.

I authorize the dental staff to perform any necessary dental services that I may need during diagnosis and treatment recommended with my informed consent

Patient name (please print) : _____________________________________________________
Patient/Guardian Signature: ____________________________________Date:_________________
Notice of Privacy Practices
The notice describes how medical information about you may be used and disclosed and how you can 
get access to this information. Please review in carefully.

The health insurance portability & Accountability act of 1996 (“HIPPA”) is a federal program that requires that all medical records and other individually health information used or disclosed by us in any form, whether electronically, on paper, or orally, are kept properly confidential.  This Act gives you, the patient, significant new rights to understand and control how your health information is used.  “HIPPA” provides penalties for covered entities that misuse personal health information.

As required by “HIPPA”, we have prepared this explanation of how we are required to maintain the privacy of your health information and how we use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes: treatment, payment, and health care operations.

Treatment means providing, coordinating, or managing health care and related services by one or more healthcare providers.

Payment means such activities as obtaining reimbursement for service, confirming coverage, billing or collection activities, and utilization review.

Health care options include the business aspects of running our practice, such as conducting quality assessment and improvement activities, auditing functions, cost-management analysis, and customer service.
We may also create and distribute de-identified health information by removing all references to individually identifiable information.

We may contact you to provide appointment reminders of information about treatment alternatives or other health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorizations. You may revoke such authorization in writing and we are required to honor and abide by the written request, except to the extent that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by presenting a written request to the Privacy Officer:

The right to request restrictions on certain uses and disclosures of protected health information, including those related to disclosures to family members, other relatives, close friends, or any other person identified by you.  We are, however, not required to agree to a requested restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.

The right to reasonable requests to receive confidential communications of protected health information from us by 
alternative means or at alternative locations.
 
The right to inspect and copy your protected health information.


The right to amend your protected health information.


The right to receive an accounting of disclosures of protected health information.


The right to obtain paper copy of this notice from us upon request.
We are required by law to maintain the privacy of your protected health information and to provide you with notice of our legal duties and privacy practices with respect to protected health information.

This notice is effective as of April 1st, 2003 and we are require to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all protected health information we maintain.  We will post and you may request a written copy of a revised Notice of Privacy Practices from this office.

Acknowledgement of Privacy Practices
Patient/Guardian Signature____________________________________________________Date ______________________
