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I have been informed of the treatment plan and associated fees, I agree to be responsible
for all charges for dental services and materials not paid by my dental benefit plan, unless
prohibited by law or the treating dentist or dental practice has a contractual agreement
with my plan prohibiting all or a portion of such charges. To the extent permitted by law. I
consent to your use and disclosure of my protected health information to carry out
payrnent activities in connection with this claim. Appointments cancelled or changed
within one business day are subject to a cancellation fee. Accountbalances over 90 days
may be subject to a seruice charge of 710/oper month,

Date:
Patient/Guardian Si gnature

Subscriber

We are required by law to maintain the priva q of,and provide individuals with this notice
of our legal duties and privary practices with respect to protected health informaqion.
Signature below is only an acknowledgement thatyou have been offered a copy otour
HIPPA Notice of Privacy Practices.

Date:
Patient/Guardian Signature


