
 



 



 



 
 
 
 

 
 
 

 
 
 
 
 
 
 
 

 
 

Patient’s Financial Responsibility Statement 
 

We reserve the right to charge a $50.00 fee for any appointments cancelled 
without a 48-hour notice and a $75.00 fee for any “NO SHOW” appointments since our 
office is scheduled by appointment only. 
 
 All dental care insurance carriers or payers of dental benefits may pay less than 
the actual bill for services.  Therefore, you are financially responsible for payments in 
full of all accounts.  By signing this financial agreement responsibility statement, you 
revoke all previous agreements to the contrary and agree to be responsible for payment 
of services not paid in whole or in part by the dental care payer. 
 
 All costs necessary to collect any balance which remains unpaid for more than 
30 days, including attorney’s fees, which shall be calculated at one-third (1/3) of the 
original amount due and which shall accrue upon commencement, shall be your 
responsibility. 
 
 I have read and understand and agree to the above information. 
 
 Patient or Guardian’s Signature ________________________________ 
 
 Date ________________________ 
 
 

Certification of Military Status 
 

 I, _______________________________ hereby certify under penalty of perjury, 
that I AM_______AM NOT ______ (check one) in the active military service (including 
the Army, Navy, Air Force, Marines, Coast Guard and/or National Guard) of the United 
States of America.  I further certify that, if the above status should change, I shall 
immediately notify your office in writing of the change. 
 
 Patient or Guardian’s Signature __________________________________ 
 
 Date _____________________ 

 



 
 
 

Notice of Privacy Practices Acknowledgement 
 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 
(“HIPPA”), 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 
physician certifications. 

 
I have received, read and understand your Notice of Privacy Practices containing a 
more complete description of the uses and disclosures of my health information.  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 at any time at the address 
above 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 health care 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. 
 
Patient Name  ____________________________________________ 
 
Relationship to Patient ____________________________________________ 
 
Signature   ____________________________________________ 
 
Date    ____________________________________________ 
 
  
 

OFFICE USE ONLY 
  
I attempted to obtain the patient’s signature in acknowledgement on this Notice of 
Privacy Practices Acknowledgement, but was unable to do so as documented below: 
 
Date: Initials:  Reason: 

 


