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We know you have many choices when it comes to choosing a dentist. At Oreskovich Dental
Clinic, we make it a priority to provide a comfortable dental experience that's tailored to your
needs. We want to make it as easy as possibie for you and your family to get the dental care

needed for healthy smiles. Not everyone has dental insurance, and our office has always been
huppy to work with patients with/without dental insurance. We will be happy to work with you
to find a solution that works best for you.

Insurance is a great incentive to maintain a vital level of dental health. Some insurance

companies pay too% of preventative services (cleanings, x-rays, & exams). It is rare--very rare--
that anything other than preventative is paid attooyo. Please keep in mind, you are responsible
for your total charges should your insurance benefits result in less coverage than anticipated.

We will do our best to answer any insurance questions you may have, and will be happy to
request a predetermination of benefits to let you know what your insurer will pay. Please

remember, your insurer dictates your coverage--we do not.

For those patients that have discount fee-for-service dental plans, such as Alpha Beta Dental
Plan of Colorado or Assurant Employee Benefits Plan, all discounted dental fees are due in full
at the time of service.

PATIENT RESPONSIBILITY & ASSIGNMENT OF BENEFITS

I, hereby irrevocably assign all dental benefits for services

performed by Oreskovich Dental Clinic to include major dental benefits to which I am entitled.
This includes Medicare and other government sponsored programs, private insurance and any

other health plan.

I understand that I am financially responsible for all charges, whether or not paid by said
insurance. Failure to meet this obligation may result in referral for collection. If my account is

assigned for collection, I will be responsible for collection fees of 5o% court costs, and
reasonable attorney fees, together with interest attSo/o per annum.

I hereby authorize said assignee to release all information necessary to secure payment of said
benefits.
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NOTICE OF PRTVACY PRACTICES ACKNOWLEDGEMENT

I understand that under the Health Insurance Portability & Accountability Act of tgg6 (HIPAA), I have
certain rights to privacy regarding my protected health information. I understand that this information
can and will be used to:

*Conduct, plan, and direct my treatment and follow-up among the multiple health care
providers who may be involved in that treatment directly and indirectly.
"Obtain palrnent from third-parly payers

"Conduct normal health care operations such as quality assessments and physician
certifications.

I have received, read and understand your Nohce of Priuacy Practices containing a more complete
description of the uses and disclosures of my health information. I understand that this organization has
the right to change its Nofice of Priuacy Practices from time to time and that I may contact this office at
any time to obtain a current copy of the Notice of Priuacy Practices.

I understand that I may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment, or health care operations. I also understand you are not
required to agree to my requested restrictions, but ifyou do agree then you are bound to abide by such
restrictions.

Patient Name: Relationship to Patient:_

APPOINTMENT CONFIRMATION & CANCELI-ATION POLICY

Appointments and time are valuable to everyone. To remind you about an upcoming visit, we can notifi,
you by the following methods. Check as many as you would like.

a

a

a

Call this number

Text tlris nulnber

Email this address

When we schedule an appointment, that time has been set aside for you. We understand that unexpected
emergencies or even a forgotten appointment do happen. If you can't make your appointment, please

notitr us within 48 hours of scheduled time. A fee of $5o.oo may be applied for missing an appointment.
We promise to be understanding if a valid reason is given for missing your appointment. A g5o.oo fee
\MILL be charged to your account for all NO SHOWNO CALL appointments. Repeated missed
appointments will result in dismissal of patient status.

Signature: Date

Signature: Date
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