




 

 

Practice Policies 

Cancellation/ No Show Policy 

We understand that there are times when you must miss an appointment due to emergencies or 

obligations for work or family.  However, when you do not call to cancel an appointment, you may be 

preventing another patient from getting much needed treatment. Conversely, the situation may arise 

where another patient fails to cancel and we are unable to schedule you for a visit, due to a seemingly 

"FULL" appointment book. 

* If an appointment is not cancelled at least 24 hours in advance you will be charged a $75 fee; this is 

not covered by your insurance company. 

 

Cancellation/ No Show Policy for Long Appointments 

Due to the large block of time needed for surgical procedures, last minute cancellations can cause 

problems and added expenses for the office. 

* If surgery is not cancelled at least 48 hours in advance you will be charged a $150 fee; this is not 

covered by your insurance company. 

 

Reserving appointments 

For procedure appointments longer than 1.5 hours, we ask for a reservation fee to hold the spot. 

 

Scheduled Appointments 

We understand that delays can happen, however, we must try to keep all patients and doctors on time.  

* Please contact our office by phone, email or text if you anticipate being more than 20 minutes late, 

we may be able to accommodate you with another time slot, if not we will need to reschedule.  

 

Account Balances 

We will require that patients with self-pay or insurance balances do pay their account balances to $0 

prior to receiving further services by our practice. Patients who have questions about their bills or who 

would like to discuss a payment plan option may speak to an office representative with whom they can 

review their account and concerns.  Patients with balances over $100 must make payment 

arrangements prior to future appointments being made.  

 

________________________           ___________________________     ___/___/____       

Print Name                                           Patient or Guardian Signature          Date 



 

Patient HIPAA Consent Form 

I understand that I have certain rights regarding my protected health information. 

These rights are given to me under the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA) this provides a safeguard to my privacy. 

To the best of my knowledge, the information given on the Welcome Forms is 

complete and correct. I understand that it’s my responsibility to inform my doctor if I, 

or my minor child ever have a change in health. 

I certify that I, and/or my dependent(s) have insurance coverage with the insurance 

company(ies) listed on the Welcome Forms and assign directly to the Doctor also 

listed on the Welcome forms all insurance benefits, if any, otherwise payable to me 

for services rendered. I understand that I am financially responsible for all charged 

whether or not paid by insurance. I authorize the use of my signature on all insurance 

submissions. 

The Dentist (Doctor) listed on my Welcome Forms may use my health care 

information and may disclose such information to the insurance company(ies) and 

their agents for the purpose of obtaining payment services and determining insurance 

benefits payable for services. 

I understand that Dentistry, like other medical services are not an exact science and 

that, therefore, reputable practitioners cannot guarantee results. However, the Doctors 

do guarantee that they will use all of their experience, skills and technology to provide 

me with the best dental care. I have had full opportunity to discuss and ask questions 

regarding the dental treatment, and all questions have been answered to my 

satisfaction. 

 

PRINT Name of Patient:                                              Date 

___________________________________________            ______________ 

SIGNATURE of Patient (or Guardian)                                   Date 

___________________________________________            _______________ 


