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Financial Policy

We feel that all patients deserve, from us, the best dental care we can provide. Further, we feel that everyone benefits 
when office policy and financial arrangements are understood. In order that we may have a definite understanding in 
regard to the payment for dental services, the following is our office policy. We accept cash, personal check, cashier’s 
check, and money order, Visa, MasterCard and Discover. We also offer alternative payment plans (based on approval) as 
an option for financial arrangements. As a condition of your treatment by this office, financial arrangements must be made 
in advance. The practice depends upon reimbursement from the patients for the costs incurred in their care and financial 
responsibility on the part of each patient must be determined before treatment. All emergency dental services, or any 
dental services performed without previous financial arrangements, must be paid for in full before services are performed. 

Insurance
Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and 
that he or she is personally responsible for payment of all dental services regardless of dental insurance. This office, as a
courtesy, will help prepare the patients primary insurance forms and assist in making collections from insurance 
companies and will credit any such collections to the patient's account. However, this dental office cannot render services 
on the assumption that our charges will be paid by an insurance company. Insurance companies have a wide variety of 
rules, plan limitations and exclusions that our office may not be aware of. Dental insurance is a benefit for the patient 
provided by their employer and the contract lies between the patient, employer and the insurance company, not the dentist. 

While we will attempt to estimate your dental benefits to the best of our ability, this is an estimate ONLY, not a guarantee 
of coverage and should not be depended on as the final decision. You will pay your estimated share at the time of 
treatment. Once insurance has paid their share, a statement will be sent to you for the remaining balance and will be due 
upon receipt. Should questions arise, it is best to contact your insurance company directly. You are responsible for 
following up on all outstanding insurance claims. 

Patient Signature: X_____________________ Date:______________________________

HIPAA PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about you (the 
patient). The Notice contains a Patient Rights section describing your rights under the law (this may be requested at the front desk). 
You have the right to review our full Notice before signing Consent. The terms of our Notice may change. If we change our Notice, 
you may obtain a revised copy by contacting our office. You have the right to request that we restrict protected health information 
about you that is used or disclosed for treatment, payment or healthcare operations. By signing this form, you consent to our use and 
disclosure of protected health information about your treatment, payment and health care operations. You have the right to revoke this 
Consent, in writing, signed by you. However, such revocation shall not affect any disclosures we have already made in reliance on 
your prior Consent. The Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 
(HIPAA). 

The patient understands that: 
* Protected health information may be disclosed or used for treatment, payment or health care operations 
* The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice. 
* The Practice reserves the right to change the Notice of Privacy Policy. 
* The patient has the right to restrict the use of their information. 
* The patient may revoke this Consent in writing at any time and all future disclosures will then cease. 
* The Practice may condition treatment upon execution of this Consent. No insurance can be billed on the patient’s behalf without this 
signed HIPAA consent form, therefore payment in full is required at the time services are rendered. 

This HIPAA Consent was signed by:
Patient Signature: X______________________________  Date: _________________________________


