




 

 

 

 
PATIENT DISCLOSURE INSTRUCTIONS 

 
 
 
 
 
 
 
 
I wish to be contacted in the following manner (check all that apply): 
 
   Home Telephone ________________     Written Communication 
 

  O.K. to leave message with detailed information    O.K. to mail to my       

                                                                                                      home address  
 

  Leave message with call-back number only     O.K. to mail to my  
                             work address 

 
  O.K. to fax to         

       number indicated 
 

  Work Telephone __________________     Other (Fax/Cell, etc.)  
               ____________________ 

  O.K. to leave message with detailed information   
           

  Leave message with call-back number only 
 
 
I allow you to give my clinical information to or answer questions from (check all that apply): 
 

  Spouse 
  Parent 
  Child 
  Other (specify): _____________________________________________________ 
  None 

 
EMERGENCY CONTACT: 
 
NAME:________________________________    RELATIONSHIP:_____________________ 
 
PHONE NUMBER:_______________________ 
 
 
_____________________________________                  ____________________ 
  Patient Signature                        Date 
 
_____________________________________                   ____________________ 
      Print Name                 Birth date 
 

 

 

 

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses 

and disclosures of their protected health information (PHI).  The individual is also provided the 

right to request confidential communications or that a communication of PHI be made by 

alternative means, such as sending correspondence to the individual’s office instead of the 

individual’s home. 



 
 

Financial Policy Guidelines 
 

You are entitled to a clear understanding of your financial obligations before treatment is 
rendered. A wide variety of services are available in this office, therefore, we do not have a 
uniform policy that covers all procedures and treatments.  
 
PAYMENT IN FULL IS EXPECTED AT THE TIME SERVICE IS RENDERED. For your convenience, 
we do accept Visa, MasterCard, Discover, and American Express. We also offer Care Credit 
financing for qualified patients. If time allows, we will check your insurance benefits at 
time of 1st visit. On subsequent visits, for procedures that are a covered expense under your 
insurance contract, you will be required to pay the portion not covered by insurance. We do 
not determine the amount of coverage you receive from your insurance company. If your 
insurance company has not paid the balance of your account within 45 days from the date 
of service, you will have 15 days to pay the balance. If your insurance company pays more 
than the balance due, we will send a refund check to you. You are responsible for any 
balance left after your insurance company has paid their portion. After completion of 
service, we will file your insurance for you and we will assist you in trying to receive 
maximum benefits.  
 
If you want a pre-determination of benefits, please make this request at the time of your 
consultation as this takes time to receive.  
 
Insurance is a contract between you and your insurance company. This office is NOT a part 
of this contract. We will file insurance claims as a courtesy to our patients. We will not 
become involved in disputes between you and your insurance company regarding what the 
insurance considers as their “usual and customary charges”, deductibles, co-payments, 
covered charges, or secondary insurance, other than to supply factual information as 
necessary to the insurance company. You are ultimately responsible for the timely 
payment of your account.  
 
PLEASE BE READY TO PAY FOR TREATMENT WHEN RENDERED. You will be provided with an 
estimate of fees before the beginning of treatment. If you are unable to pay your portion of 
payment, we will schedule your treatment at another time.  
 
Patients who schedule and then “break” their surgical appointment (without notifying 
the office at least 24 hours in advance of the scheduled appointment) will be charged a 
fee of $100.00. Therefore, please be kind enough to call us if you will not be able to 
keep your appointment.  
 
 
By my signature, I have read, or have had this form read to me, and I understand the 
financial guidelines of the office.  

 

 

 

SIGNATURE _______________________________________________ DATE _______________ 
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