PATIENT CONSENT FORM
I understand that under the Health Insurance Portability and Accountability Act
(HIPAA), I have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:
*Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.
*Obtain payment from third-party payers.
*Conduct normal healthcare operations such as quality assessments and
dentist/physician certifications.
I have been informed by you of your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information. I have been
given the right to review such Notice of Privacy Practices prior to signing this consent. I
understand that this organization has the right to change its Notice of Privacy Practices
from time to time and that I may contact this organization to obtain a current copy of
the Notice of Privacy Practices.
I understand that I may request in writing that you restrict how my private information
is used or disclosed to carry out treatment, payment or healthcare operations. I also
understand you are not required to agree to my requested restrictions, but if you do
agree then you are bound to abide by such restrictions.
I understand that I may revoke this consent in writing at any time, except to the extent
that you have taken action relying on this consent.

Patient Signature

Relationship to Patient (if applicable)

Printed Name

Date

Broken Appointment Fees
Your time is important to us, and it is our goal that patients never wait more than 15 minutes to
be seen by the dentist or hygienist. It is also our goal to make appointments available within a
week, in order to prevent small problems from turning into larger ones. To help us achieve the
best treatment for everyone we do not “double book”.
This means that your dentist or hygienist will be able to give you their full attention.
Missed appointments or those cancelled with short notice are a huge problem in the dental
field. Unfortunately, this results in higher fees in general, throughout the industry. Our fee
structure in this office is designed to be very reasonable and we are pleased to offer care credit
and payment options that benefit our valued patients.
In order to provide prompt dental care with reasonable fees and additional discounts we do
charge for appointments that are missed or cancelled with less than 24 hour’s notice.
The fee structure for missed appointments and those cancelled with less than 24 hour’s notice
is as follows:
HYGIENIST’S SCHEDULE
Cleaning appointment: $50
Scaling and root planning appointment: $125
DENTIST’S SCHEDULE
Minor services (Filling, etc.): $80
Major services (Crown,RCT, etc.): $160
We understand that people with difficult work schedules, frequent illnesses, busy children, and
dental phobias miss appointments more often than the general population. If you fall into one
of those categories we ask that you fully understand and agree with this policy before
becoming one of our patients.
Obviously there are dire emergencies and highly unusual circumstances that will be excluded,
with documentation.
I have read this policy and understand it: _________________________________
Date:______________________

Financial Policy

We are committed to providing you with the best possible care. If you have dental insurance we
will help you receive your maximum allowable benefits. In order to achieve these goals we
need your assistance and your understanding of our payment policy. For your convenience, we
offer 2 forms of payment arrangements.

Option #1: I prefer to pay in full at the time of my dental services. My dental claim will be filed
as a courtesy. My dental insurance company will be directed to send the payment to me. I
understand that most insurance companies now accept electronic filing and that if I have not
received my check within 2 weeks, I should contact my insurance company.

Option #2: I prefer to pay the ESTIMATED co‐payment and allow my insurance company to
evaluate the remaining balance. I understand that I will be given a courtesy of up to 45 days for
my insurance to respond. I understand that once my insurance company has evaluated and
paid/ or denied my claim, I will be responsible for any remaining balance, and authorize the
credit card listed below for that balance.

Card Number______________________________________________________________
Exp __________Code__________

I select Option# ___________
*Any unpaid balance over 60 days will be financed at 1.5 % per month.
I will be responsible for any attorney’s fees and/or collection charges incurred should my
account become delinquent due to non‐payment.

Signature ______________________________________Date____________

