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Dental Practice Financial Agreement

Patient Name:

Date of Birth:

Responsible Party (if different):
Address:

Phone: Email:

1. Purpose

This Financial Agreement outlines the terms under which the dental practice provides services and
the patient (or responsible party) agrees to pay for those services.

2. Insurance Information

e The practice will submit insurance claims on the patient’s behalf when applicable.

e Insurance estimates are not guaranteed; the patient is responsible for any portion not covered
by insurance.

¢ The patient agrees to provide accurate and up-to-date insurance information.

3. Payment Terms
e Payment is due at the time services are rendered unless other arrangements have been
approved in writing.

e Accepted forms of payment include:
o Cash
o Credit/debit card
o Check
o Approved third-party financing (e.g., CareCredit, Affirm)

4. Treatment Estimates

e The practice may provide a treatment plan with estimated fees.
e Actual costs may vary based on clinical findings or additional necessary procedures.
e The patient agrees to pay for all services provided, regardless of the initial estimate.



5. Outstanding Balances
e Any balance remaining after insurance processing is the patient’s responsibility.
e Qutstanding balances are due within 30 days of statement date unless otherwise arranged.
e Accounts over 60 days past due may be subject to collection activity and additional fees.

6. Cancellations and Missed Appointments

e The practice requires at least 24 hours notice for cancellations.
e Missed or late-cancelled appointments may result in a fee of $ 50

7. Refunds

e Refunds for pre-paid services not yet rendered will be issued upon request.

e Refunds for completed services are not provided; however, the practice will address concerns
regarding quality of care.

8. Communication and Notifications

e The patient authorizes the practice to contact them via phone, email, or text regarding
appointments, billing, and treatment.

e The patient agrees to notify the practice promptly of any changes to contact or billing
information.

Consent and Agreement

By signing below, the patient (or responsible party) acknowledges that they have read, understood,
and agree to the terms of this Financial Agreement.

Patient/Responsible Party Signature:
Date:

Practice Representative Signature:
Date:
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Dental Office Patient Policies and Procedures

1. Appointment Scheduling

¢ Appointments may be scheduled by phone, online, or in person.
e New patients are encouraged to arrive 10-15 minutes early to complete necessary forms.
e Please provide accurate contact information for appointment reminders and updates.

2. Cancellations and Missed Appointments

e We request at least 24 hours’ notice for appointment cancellations or rescheduling.
e Late cancellations or missed appointments may incur a fee.

e Multiple missed appointments may require a deposit to schedule future visits or may result in
dismissal from the practice.

3. Check-In Procedures

e Patients should check in with the front desk upon arrival.
e Please bring a valid photo ID, insurance card, and any required medical or dental records.
* Notify staff of any changes to your personal or insurance information.

4. Insurance and Payment

e \We accept most major dental insurance plans; coverage will be verified prior to treatment.
e Co-pays, deductibles, and out-of-pocket expenses are due at the time of service.

e We accept cash, credit/debit cards, and approved financing plans.

e Patients are responsible for any balance not covered by insurance.

5. Treatment Plans and Consent
e All patients will receive a detailed treatment plan outlining recommended procedures and
associated costs.
e Informed consent must be signed before treatment begins.
e Patients are encouraged to ask questions regarding procedures, alternatives, and expected

outcomes.
6. Clinical Procedures

e Only authorized dental professionals may provide treatment.
e For safety, patients must inform staff of any medical conditions, allergies, or medications.
e Children under 18 must be accompanied by a parent or legal guardian.

7. Infection Control and Safety

e Our office follows CDC, OSHA, and ADA infection control guidelines.
e Personal protective equipment (PPE) is used for all clinical procedures.



e Patients showing symptoms of contagious illness may be asked to reschedule.
8. Patient Conduct

e Respectful behavior toward staff and other patients is required at all times.
e Abusive, threatening, or disruptive behavior may result in dismissal from the practice.

9. Records and Privacy

e Patient records are kept confidential according to HIPAA regulations.
e Copies of dental records and X-rays may be requested with signed authorization.
¢ Please allow up to 5 business days for record transfers.

10. Emergency Care

e For dental emergencies during office hours, please contact us immediately for priority
scheduling.

e After-hours emergencies may be directed to our on-call provider or referred to an emergency
facility.

11. Follow-Up and Recall Visits

¢ Routine cleanings and examinations are typically recommended every 6 months.
e Patients are responsible for scheduling their recall appointments.

12. Special Accommodations

e Patients requiring accommodations (mobility assistance, interpreter services, etc.) should
inform the office in advance.

Consent and Agreement

By signing below, the patient (or responsible party) acknowledges that they have read,
understood, and agree to the terms of the Patient Policies and Procedures

Patient/Responsible Party Signature:
Date:

Practice Representative Signature:
Date:
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HIPAA Notice of Privacy Practices

Effective Date: January 2026

This Notice describes how medical and dental information about you may be used and disclosed, and
how you can get access to this information. Please review it carefully.

1. Our Commitment to Your Privacy

Your dental practice is committed to maintaining the privacy of your protected health information
(PHI). We are required by law to: - Maintain the confidentiality of your PHI - Provide you with this
Notice of our legal duties and privacy practices - Follow the terms of this Notice currently in effect

2. How We May Use and Disclose Your Health Information
We may use or disclose your PHI for the following purposes:
Treatment

We may use your PHI to provide, coordinate, or manage your dental care. This may include sharing
information with specialists, laboratories, pharmacies, or other providers involved in your treatment.

Payment

We may use or disclose your PHI to obtain payment for services, including: - Sending claims to your
insurance company - Verifying insurance benefits - Responding to insurance inquiries

Healthcare Operations

We may use your PHI to support the practice’s daily operations, including: - Quality assessment and
improvement - Staff training and credentialing - Compliance audits

3. Other Uses and Disclosures Permitted or Required by Law

We may also use or disclose your PHI without your authorization in the following situations: - Public
health reporting - Health oversight activities - Legal proceedings or court orders - Law enforcement
purposes - To prevent serious threats to health or safety - Workers’ compensation claims

4. Uses and Disclosures Requiring Your Written Authorization

We will obtain your written authorization before sharing your PHI for purposes not described in this
Notice, including: - Marketing communications - Sale of your health information - Most uses of
psychotherapy notes (if applicable)

You may revoke your authorization at any time in writing.



5. Your Rights Regarding Your Health Information

You have the following rights:

Right to Inspect and Copy

You may request to inspect or receive a copy of your health records.

Right to Amend

If you believe your information is incorrect or incomplete, you may request an amendment.
Right to an Accounting of Disclosures

You may request a list of certain disclosures we have made of your PHI.

Right to Request Restrictions

You may request restrictions on how we use or disclose your PHI. While we attempt to honor
reasonable requests, we are not required to agree.

Right to Request Confidential Communications

You may request that we contact you using alternative methods or locations.
Right to a Paper Copy of This Notice

You may request a paper copy of this Notice at any time.

6. Changes to This Notice

We reserve the right to change the terms of this Notice at any time. Changes will apply to all PHI we
maintain, and the updated Notice will be posted in our office and available upon request.

7. Questions or Complaints

If you have questions about this Notice or believe your privacy rights have been violated, you may
contact the U.S. Department of Health and Human Services

You may file a complaint with the U.S. Department of Health and Human Services. We will not
retaliate against you for filing a complaint.
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PATIENT ACKNOWLEDGMENT OF NOTICE OF PRIVACY PRACTICES

Dental Practice Name: Creekside Dentistry .

| acknowledge that | have been provided with a copy of the Notice of Privacy Practices for the
dental practice named above, effective January 1, 2026. | understand that this Notice describes how
my dental and medical information may be used and disclosed, and how | can access this
information.

| understand that the Notice includes information about:

 How my protected health information (PHI) may be used and disclosed for dental treatment,
payment, and practice operations;

e My rights regarding my PHI;

» Special protections for substance use disorder records (42 CFR Part 2), if applicable,
including limits on disclosures and required attestations under the HIPAA Privacy Rule as
amended.

| understand that the dental practice may change its Notice of Privacy Practices and that | may obtain
a current copy upon request or from the practice’s website, if available.

PATIENT INFORMATION

Patient Name (Print):

Date of Birth:

Patient or Personal Representative Signature:

Printed Name of Personal Representative (if applicable):

Relationship to Patient:

Date:

This Notice of Privacy Practices is intended to comply with the Health Insurance Portability and
Accountability Act (HIPAA) and applicable federal and state laws as of 2026. Organizations should
review state-specific requirements and update this Notice as needed.
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Authorization to release medical information to family
members, legal guardians, and others

First & Last Name of Patient:

Date Of Birth:

| hereby authorize Creekside Dentistry to discuss and release my protected health information with:
(Please note that if the patient is a minor, each parent or legal guardian will need to be listed.)

Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:
Signature of Patient or Personal Representative Date

Print Name of Patient or Personal Representative Relationship to Patient



