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We l co m e  t o  o u r  o f f i ce
 
Please take a few minutes  to  read and review our off ice  pol icy form

We want  to  thank you for  choosing our  pract ice  for  your  dental  heal th  care  needs and we 
appreciate  the opportuni ty  to  provide you with qual i ty  heal thcare .   Our  goal  is  to  make 
you aware of  our  off ice  f inancial  pol ic ies  and procedures .   Your  c lear  understanding of  
our  pol ic ies  is  important  to  our  professional  re la t ionship.

Consent to Care
I  wish to  be t reated by Advanced Periodont ics  & Implant  Dent is t ry.   While  I  am a pat ient ,  
I  permit  my doctor(s) ,  the  off ice  employees,  and al l  the persons car ing for  me in  the ways 
they judge are  beneficial  to  me.  I  understand that  this  care  may include tes ts ,  examina-
t ions,  and dental  t reatment .

Missed/Cancel led Appointments
Patients  are  seen by appointment  only.   As a  courtesy to  our  pat ients ,  we t ry  to  confirm 
your  next  appointment .   A minimum of  48 hours  not ice  is  required for  cancel ing an 
appointment;  there  is  a  $100.00 missed appointment  fee .   Missed appointments  are  a  cost  
to  us ,  to  you,  and to  the pat ient  who could have used this  t ime s lot  that  was set-aside for  
you.

Financial  Agreement
We are doing everything possible  to  minimize the cost  of  per iodontal  care .   You can help 
a  great  deal  by el iminat ing the need for  us  to  bi l l  you.   Ful l  payment  is  expected at  the 
t ime of  service unless  other  arrangements  have been made in  advance.  

Pat ients  with an outs tanding balance must  make payment  arrangements  pr ior  to  schedul-
ing fur ther  appointments .   I f  you are  experiencing f inancial  diff icul ty,  please le t  us  know.  
Often we can defray payments ,  set-up 3rd par ty  f inancing or  arrange a  gradual  repayment  
schedule .
 
Returned Checks
There is  a  $20.00 charge for  any check returned to  us  f rom the bank that  is  unpaid.

COLLECTIONS

As previously s ta ted,  a l l  fees  are  due at  the t ime of  service.   Any charges remaining 
unpaid 60 days af ter  the date  of  service are  considered overdue.   We wil l  make every 
effor t  to  arrange an equi table  payment  schedule .   However,  i f  no effor t  is  made to  pay the 
balance due,  the bi l l  wi l l  be  sent  to  a  col lect ion agency.   You wil l  be responsible  for  any 
addi t ional  col lect ion agency fees .   In  this  s i tuat ion,  the responsible  person wil l  be asked 
to  seek per iodontal  care  e lsewhere.  
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I  have read and understand the above f inancial  pol icy of  Advanced Periodont ics  & 
Implant  Dent is t ry.   I  understand that  charges  not  covered by my insurance company,  as  
wel l  as  appl icable  co-payment  and deduct ibles ,  are  my responsibi l i ty.   I  agree to  keep

Advanced Periodont ics  & Implant  Dent is t ry  accurately informed of  my insurance s ta tus ,  
and to  ass ign benefi ts  to  Advanced Periodont ics  & Implant  Dent is t ry  as  necessary.   I  
authorize Advanced Periodont ics  & Implant  Dent is t ry  to  re lease per t inent  information to  
my insurance company when i t  i s  requested.   I f  i t  becomes necessary to  forward an 
amount  to  a  col lect ion agency,  I  wil l  a lso be responsible  for  the fee  charged by the 
agency for  the cost  of  the col lect ion,  in  addi t ion to  the or iginal  amount  due.   This  may 
amount  to  be as  much as  40% of  the or iginal  fee .

 
RELEASE OF INFORMATION

Advanced Periodont ics  & Implant  Dent is t ry  may seek,  re lease and ver i fy  a l l  or  par t  of  the 
pat ient’s  dental  and/or  f inancial  records to  any person,  corporat ion,  or  governmental  
agency which is  or  may be l iable  under  a  s ta tute ,  regulat ion,  or  contract  to  the off ice ,  the 
pat ient ,  a  family member,  or  a l l  or  par t  of  Advanced Periodont ics  & Implant  Dent is t ry’s  
charges .

 
PUBLICATIONS OF RECORDS

I  authorize photos ,  s l ides  and x-rays of  my care  and t reatment  during or  af ter  i ts  
complet ion to  be used for  the advancement  of  dent is t ry  and for  re imbursement  purposes .

 
MEDICAL-AUTHORIZATION TO RELEASE INFORMATION & PAYMENT RE-
QUEST

I  cer t i fy  that  the information given by me in  applying for  payment  under  Ti t le  XVII  of  the 
Social  Securi ty  Act  is  correct .   I  authorize any holder  of  dental  or  medical  information 
about  me to  be released to  the carr iers  for  information needed for  c la ims.   I  request  that  
direct  payment  of  authorized benefi ts  be made on my behalf .   I  ass ign benefi ts  payable  
for  dent is ts  or  organizat ion to  submit  a  c la im to insurance for  payment .
 
HIPPAA

By signing this  form you wil l  consent  to  our  use and disclosure of  your  heal th  
information to  carry out  t reatment ,  paying act ivi t ies ,  and heal thcare  operat ions.   I  have 
had ful l  opportuni ty  to  read and consider  the contents  of  this  Consent  form and your  
Notice of  Pr ivacy Pract ices .   

I  understand that ,  by s igning this  Consent  form,  I  am giving my consent  to  your  use and 
disclosure of  my protected heal th  information to  carry out  t reatment ,  paying act ivi t ies  
and heal th  care  opt ions.

We welcome you to  our  off ice  and thank you for  your  reading and understanding of  our  
pol icy form.

 

                                        

 

 

Signature _______________________________________         Date   _____________________________ 

Witness _______________________________________             Date   _____________________________


