
DENTAL OFFICE FINANCIAL AGREEMENT 

Thank you for choosing Sutton Dentistry as your dental care provider.  We are committed to your treatment being 
successful.  The following is a statement of our financial policy which we require that you read and sign prior to any 

treatment. 

General: 

As a condition of your treatment by this office, payment is required at the time of service unless previous financial 

arrangements have been made.   

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 received notice of cancellation 24 hours in advance, you will be charged $50.00.  Please help us service you 

better by keeping scheduled appointments. 

INSURANCE: 

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that 

he or she is personally responsible for payment of all dental services.  This office will help prepare the patients insurance 

forms or assist in making collections from insurance companies and will credit any such collections to the patient’s account.  

However, this dental office cannot render services on the assumption that our charges will be paid by an insurance 

company.  

Please remember your insurance policy is a contract between you and your insurance company.  We are not a party to that 

contract.  This office is out of network with all dental insurance and it is impossible for us to have knowledge and keep track 

of every aspect of your insurance.  

PAYMENT: 

Full payment is due at the time of service.  If insurance benefits apply, estimated patient co-payments and deductibles are 

due at the time of service, unless other arrangements are made.  There are some instances where insurance is on a very 

low fee schedule and we are unable to determine insurance co-payments.  In this case, payment will be due in full at time of 
service. 

A service charge of 1½ % per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60

days, unless previously written financial arrangements are satisfied. 

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the 

reasonable value of said services to the said Doctor, or his assignee, at the time said services are rendered, or within five (5)

days of the billing if credit shall be extended.  I further agree that the reasonable value of said services shall be as billed

unless objected to, by me, in writing, within the time for payment thereof.  I further agree that a waiver of any breach of any

time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay

reasonable attorney fees if suit be instituted hereunder.

 I grant permission to you or your assignee, to call, text and/or email me at home, cell or work to discuss matters related
to this form.  I have read the above conditions of treatment and payment and agree to their content.

  Date: 
Patient Name 

X   Date: Relationship to Patient 

Signature of patient/parent/guardian or responsible party 

Valerie
Highlight
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HIPAA PATIENT CONSENT FORM 

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about 

you.  The Notice contains a Patient’s Rights section describing your rights under the law.  You have the right to review our 

Notice before signing this Consent.   

By signing this form, you consent that you have been made aware of our Notice of Privacy Practices and that you may have 

a copy upon request.  You have the right to revoke this Consent, in writing, signed by you.  However, such revocation shall 

not affect any disclosures we have already made in reliance on your prior Consent.  The Practice provides this form to comply 

with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

The Patient understands that: 

• Protected health information may be disclosed or used for treatment, payment or healthcare operations

• The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice.

• The Practice reserves the right to change the Notice of Privacy Policies

• The Patient may revoke this Consent in writing at any time and all future disclosures will then cease.

  DOB: 
Name of Patient 

X   Date: Relationship to Patient 

Signature of patient, parent, guardian or responsible party 

HIPAA INFORMATION RELEASE FORM 

While under the care of Sutton Dentistry, I hereby give authorization for the release of health-related information 
to the following family members and/or appointed individual(s).

Name Phone    Relationship to Patient 

Name Phone    Relationship to Patient 

Name Phone    Relationship to Patient 

Name Phone    Relationship to Patient 

Name Phone    Relationship to Patient 

This information may be given to the above-mentioned people either by mail, phone, text, fax, email or in person should 
the need arise for this information to be released for my proper care while a patient here.  Should any unforeseen incident 
arise that I wish not to inform any or all of the people, I will notify Sutton Dentistry in writing of such names.

X
Signature of Patient Date 




