                                                                                       DENTALENDO 
 KNOWLEDGE OF RECIEPT OF NOTICE OF PRIVACY PRACTICES

You may refuse to Sign This Acknowledgement.

I, ______________, have received a copy of this office's Notice of Privacy Practices.

X_______________________________ Date: ___________       

Signature of Patient or Legal Guardian                                                       

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 
Patient Name:   

DOB:   ______________________________
Patient Chart: _________________

Address:___________________________________________

Telephone: ________________
E-mail:  _______________________________________________                                
 
PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of your protected health information, and of other important matters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of

your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:


Contact Person: Dr. Luz E. Montoya-Nino


Telephone: 713-572-5005 Fax: 713-572-3722


 E-mail: manager@dentalendo.com

Address: 4151 Southwest Freeway, Suite 205, Houston, TX 77027

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this

Consent.

Signature 
I, _____________, have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my protected health information to carry out treatment, payment activities, and heath care operations.

X                                                                                                                                                                    Date:  

Signature of Patient or Legal Guardian  

             

If a personal representative on behalf of the patient signs this Consent, complete the following:

Personal Representative’s Name:  __________________________Relationship to Patient: _____________________________

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. Include completed Consent in the patient's chart.

REVOCATION OF CONSENT

I revoke my consent for your use and disclosure of my protected health information for treatment, payment activities, and healthcare operations. I understand that revocation of my Consent will not affect any action you took in reliance on my consent before you received this written Notice of Revocation. I also understand that you may decline to treat or to continue to treat me after I have revoked my Consent.

X  

Signature: of patient or Guardian  
                                               
Date:  

                                                                              DENTALENDO  
          Financial Policy 

         1.  We accept cash, check, and all major credit cards (Visa, MasterCard, Discover, and American 

              Express) and Care Credit. Payment in full is due the day of service, unless prior arrangements have been made.

         2. As a courtesy to you, our patient, we will accept assignment of your insurance benefits for services rendered

              after the appropriate co-payment and deductible expensed have been paid.

         3.  Insurance assignment is accepted for a period not to exceed (60) sixty days. If the insurance company has 

              not paid within that time, the patient is expected to pay the balance in full .I am , the undersigned certify that  

         4.  I (or my dependent) have Insurance coverage with and assign directly to the Office Luz E Montoya-Nino D.D.S, P .A, 

             Financially responsible for all charges whether or not the balance is paid by the insurance company. I hereby 

             Authorize the doctor to release all information necessary to secure payment of benefits. I authorize the use 

             of this signature on all insurance submissions.

        5.  Your estimate is due on the day of service and is based upon the verification of insurance benefits. This estimate should not be

             considered a guaranteed amount.

** We welcome the chance to let your insurance help pay the bill, but our services are rendered to the patient, not the insurance company. We ask that you keep in touch with your insurance carrier, as we will, so the claim will be processed as quickly and efficient as possible. In order to take the assignment of benefits we must have current and updated insurance information. Please inform our office of any changes as soon as possible for insurance verification purposes.**

Missed appointments and Cancellations:

When patients do not show up or cancel appointments on the same day, other patients are denied an appointment. If you cannot make your appointment, the office policy is:

1. There is no charge for cancellations 24 hours prior to a scheduled appointment.

2. There will be a $90.00 fee that will be billed to the patient if you do not show up for a scheduled appointment.

3. If the appointment is not confirmed with the patient 24 hours prior to the scheduled appointment we have the right to cancel all treatment appointments.

**We do understand that sometimes there are emergencies and unforeseen circumstances which arise, and we will not hold you financially responsible for missing appointments in those cases, so long as proof is given that you were incapable of making it to the scheduled appointment. We simply ask for the courtesy of a phone call. As a courtesy to our patient’s we do try to confirm all appointments in advance. This courtesy is not always possible and in no way defers the responsibility of keeping the appointment. You are responsible for keeping all scheduled appointments.

COMUNICATION BY PHONE ,REGULAR MAIL(U.S.MAIL) AND EMAIL.

        Our office will contact you to give us information, or to give information concerning their dental appointments in our office, treatment, payments, accounts, and dental insurance and other communications. We would be communicating with you through the          medium that you have chosen. If patient needs to give us different or special instructions from the one that was authorized to us in the patients’ form, please request the form “ Dental Office Special Communication Authorization”. Please call the dental office right away if you get a new telephone number.

X











      Patient/Guardian Signature 



Date:  

     X    


Office     


                  
               Date: 
