








I understand that I have certain rights to privacy regarding my protected health information.
These rights are given to me under the Health Insurance Portability and Accountability Act of
1996 (HIPAA). I understand that by signing this consent I authorize you to use and disclose my
protected health information to carry out: 

 ● Treatment (including direct or indirect treatment by other healthcare providers involvedin my treatment); 
 ● Obtaining payment from third party payers (e.g. my insurance company); 
 ● The day-to-day healthcare operations of your practice.

I have also been informed of and given the right to review and secure a copy of your Notice of
Privacy Practices, which contains a more complete description of the uses and disclosures of my
protected health information and my rights under HIPAA. I understand that you reserve the right
to change the terms of this notice from time to time and that I may contact you at any time to
obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health information
is used and disclosed to carry out treatment, payment and health care operations, but that you are
not required to agree to these requested restrictions. However, if you do agree, you are then
bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or
disclosure that occurred prior to the date I revoke this consent is not affected

Signed this___________ day of ____________________ 20______.

Print Patient Name __________________________________________

Signature __________________________________________________

Relationship to patient _______________________________________

19157 Wil lamette Dr ive,  West Linn, Oregon 97068  
503-635-4493



Thank you for choosing our office for your dental needs. Dental treatment is an excellent
investment in an individual’s medical and psychological well-being. Financial considerations
should not be an obstacle to obtaining this important, life enhancing care. We are always
available to answer your questions or assist you in any way we can.

We happily accept cash, personal checks, or credit cards (Visa, MasterCard, Amex and Discover).

We also offer monthly payment plans through Care Credit. No interest plans up to 12 months
and extended, low interest, payment plans up to 60 months are available.

There will be a $50 minimum charge for any broken appointment or appointment not cancelled
or rescheduled with at least a 24 HOUR NOTICE. The length of time scheduled for your
appointment will determine the charge. The fee will be calculated based on a $100 charge for
each hour reserved for you, the patient.

For our patients with dental insurance: We are happy to assist you in filing the necessary
forms to help you receive the full benefits of your coverage. The insurance relationship
constitutes an agreement between the carrier and the patient. As such, we can make no guarantee
of estimated coverage or payment. Please know that we will do everything possible to see that
you receive the full benefits of your policy without letting your insurance company dictate your care.
We cannot guarantee your exact insurance coverage, there may be a balance remaining after
insurance pays. In this instance we will bill you for the remaining amount due.

I,______________________________________, understand that any insurance coverage
estimate given to me by this office is not a guarantee of actual insurance payment. I also
understand that I am ultimately responsible for all the charges incurred for dentistry performed
upon myself or my dependents in this dental office. Any insurance claim not paid in full after 90
days will become my responsibility to pay at that time. I hereby authorize (1) any available
insurance benefits to be paid directly to my dentist, (2) the release of my dental health care
information for any of my dental health care insurance claims, (3) the use of my dental records
by my dentist in any professional manner that he determines.

Patient (or responsible party) Signature:____________________________ Date: _______________
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