
DATE: _______________



MEDICAL HISTORY



HIPAA AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

The law requires us to maintain your privacy, to give you this notice and to follow the terms of this notice. 

This notice describes how your health information may be used, disclosed and how you can access this 

information. Please review it carefully. 

The law permits us to disclose your health information to those involved in your treatment. For example, a 

review of your file by a specialist whom we may involve in your care. We may use or disclose your health 

information for payment of your services. For example, if you have insurance, we may send a report of 

your progress to your insurance company. We may also share information with our business associates, 

such as a billing service. We will have a written contract with each business associate that requires them to 

protect your privacy. All records containing health or personal information will be shredded if no longer 

needed and all such retained information will be kept secure. 

We may use or disclose your information to contact you. For example, we may send you newsletter or 

other information. We will also call to confirm the time and day we have reserved for your dental care. If 

you are not home, we may leave this information on your answering machine or with the person who 

answers the phone. We may need to contact you from time to time. We will use whatever address and 

telephone number you prefer. 

In an emergency, we may disclose your health information to your emergency contact or another person 

responsible for your care.

We may release some or all of your health information when required by law. If this practice is sold, your 

information will become the property of the new owner. Except as described above, this practice will not 

use or disclose your health information without your prior written authorization.

You may request in writing that we not use or disclose your health information as described above.

You have the right to know of any uses or disclosures we make with your health information beyond the 

normal uses. 

You have the right to transfer copies of your health information to another practice. We will email your 

files for you. We will need a signed request for the transfer prior to sending any records.

I, _______________________________________________ have read the contents of this Authorization, 

and I confirm that the contents are consistent with my directions. I understand that by signing this 

Authorization, I am permitting THE DENTURE PLACE to release, use or disclose my protected health 

information.

Signature:________________________________________________ Date: _______________________



FINANCIAL AGREEMENT

Thank you for choosing us as your dental care provider. We are committed to your treatment 

being successful. Please understand that your payment of your bill is considered part of your 

treatment. The following is a statement of our financial policy which we require that you read 

and sign prior to any treatment. 

GENERAL

Understand that regardless of any insurance status, you are responsible for the balance due 

on your account. You are responsible for any and all professional services rendered. This 

includes but is not limited to: dental fees, surgical procedures, tests, office procedures, 

medications, and also any other services not directly provided by the dentist.

MISSED APPOINTMENTS

Unless we receive notice of cancellation 48 hours in advance, you will be charged $50.00. 

Please help us service you better by keeping scheduled appointments.

INSURANCE

Please remember your insurance policy is a contract between you and your insurance 

company. We are not a party to that contract. As a courtesy to you, our office provides certain 

services, including a pre-treatment estimate which we send to the insurance company at your 

request. It is physically impossible for us to have knowledge and keep track of every aspect of 

your insurance. It is up to you to contact your insurance company and inquire as to what 

benefits your employer has purchased for you. If you have any questions concerning the pre-

treatment estimate and/or fees for service, it is your responsibility to have these answered 

prior to treatment to minimize any confusion on your behalf.

Please be aware some or perhaps all of the services provided may or may not be covered by 

your insurance policy. Any balance is your responsibility whether or not your insurance pays 

any portion.

Payment: Full payment is due at the time services are rendered. If Insurance benefits apply, 

ESTIMATED PATIENT CO-PAYMENTS and DEDUCTIBLES are due at the time of service unless 

other arrangements have been made.

We accept VISA, MASTER CARD, AMERICAN EXPRESS, DISCOVER, CASH, CHECKS, 

CARECREDIT and more.

By signing this Financial Agreement, I have read, understand and agree the above.

Signature: _______________________________________  Date: _______________



Photo Release Form

I ___________________________________________________________ hereby authorize 

“The Denture Place” to use my photos and videos (smile only), without my name for the 

purpose of educational and example representation (“Before and After shots”) in 

publications which can include but will not be limited to: electronic publications, 

advertisement, promotions, website content, social media and other similar ways; without 

compensation or recognition given to me.

I have read and understand the above.

Signature:________________________________________ Date: ________________

Healthcare Agreement

Because dentistry is such a personalized service, a good rapport between dentist and patient 

is of vital importance. We believe in a relationship of mutual communication, trust, and 

understanding. Disruptive or inappropriate behavior such as verbal or physical abuse, 

destruction of office property, or accusations of false claims with malicious intent to damage 

reputation will lead to a patient's termination at our office. These behaviors impact our 

ability to provide proficient care for you and other patients.

By signing below, I acknowledge that I have read and understand the content of this 

agreement.

Signature:________________________________________ Date: ________________



Appointment NO SHOW policy

Each time a patient misses an appointment without providing proper notice, another patient 

is prevented from receiving care.

Due to high patient demand and limited availability of appointments, we have a no-show fee 

that requires cancellation with at least 48-hour notice. We do not double book 

appointments; your appointment time is reserved exclusively for you.

Any appointment that is a no show will be subject to a $50.00 fee for the appointment that 

was booked. This fee will be billed directly to you, and not your insurance company.

By signing  below, I acknowledge that I have read and understand this policy.

Signature: ________________________________________  Date: _______________
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