
 



 



 

 

NOTICE TO OUR PATIENTS 

 

BROOK DENTAL ASSOCIATES will assist you in filling your insurance claim with 

Primary insurance company.  Should a claim be denied or partial payment made, 

you the patient and/or insured will be responsible to pay BROOK DENTAL 

ASSOCIATES any remaining balance. 

Once we have received payment from your insurance company you will be sent a 

statement of the remaining balance.  This balance is due within 30 days.  If you 

have a Secondary Insurance we will allow 30 days for payment from that 

insurance company and if no payment is received you will be responsible to pay 

the balance and seek reimbursement yourself. 

I understand that all responsibility for payment for dental services provided for 

myself or my dependents is mine, due and payable at the time of services are 

rendered unless arrangements have been made.  In the event payments are not 

received by the agreed due dates, I understand that a 1½% finance charge (18% 

APR) may be added to my account, in addition to any collection charges.  The 

dishonored check fee is $50.00. 

I understand that where appropriate, credit bureau reporting may be obtained.  

I understand that it is my responsibility to advise your office of my changes in the 

information obtained on this form.  

I authorize the use of my social security number to file my dental claim. 

By signing below I acknowledge that I have read the above statements and 

understand my responsibility.   

 

Signature of Patient and/or insured______________________    Date ________ 

Witness ______________________________                  Date________ 



 

 

About Insurance 

 

Dental insurance is one of the most beneficial and most misunderstood 

factors of dental treatment today.  This explanation will attempt to clear up many 

common misconceptions about insurance. 

Dental insurance is a contract between the employer and the patient.  It 

has  NO CONNECTION at all to the provider of dental treatment.  The extent of 

coverage varies greatly from company to company, and sometimes even within 

the company.  It has absolutely nothing to do with level of services provided by 

the Dentist and the fee charged for these services. 

An often misunderstood term by many insurance companies is “UCR.”  This 

is an arbitrary fee ceiling at which the insurance company will stop 

reimbursement.  After the ceiling, coverage for a particular procedure will cease.  

Again, this has nothing to do with the fee charged, but with the level of coverage 

negotiated by the employer. 

We will make every effort possible to assist you with your particular 

insurance coverage.  Although it is not required, we will prepare and submit your 

insurance claim form at no cost as a courtesy to our patients.  We can provide an 

estimate that will show expected insurance reimbursement and patient share for 

each procedure.  The patient share will be due at the time of treatment unless 

prior arrangements were made.  Should our estimate of  patient share be too 

high, a refund will be made after payment from the insurance company.  Likewise, 

if the estimate is too low, the remainder will be due at that time.  Should no 

insurance payment be made within ninety days of submitted claim, the fee will 

become the sole responsibility of the patient.    

      _______________ 
              initials  
 

 



 

 

 

HIPAA OMNIBUS RULE:   PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY 

PRACTICES AND CONSENT/ LIMITED AUTHORIZATION & RELEASE FORM 

 

Date: __________________   

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA: 

 No Preference    First Name Only   Proper Sir Name    Other____________________ 

 

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & 

BILLING INFORMATION VIA:  

  Cell Phone Confirmation  (______) ________-____________________ 

  Text Message to my Cell Phone  (______) ________-____________________ 

  Home Phone Confirmation  (______) ________-____________________  

  Work Phone Confirmation  (______) ________-____________________ 

  Email Confirmation    ____________________________________ 

  Any of the Above (if you choose this option please fill in above information) 

 

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA: 

  Cell Phone Confirmation    Text Message to my Cell Phone 

  Home Phone Confirmation     Email Confirmation 

  Work Phone Confirmation    Any of the Above 

 

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH 

INFORMATION:(This includes step parents, grandparents and any care takers who can 

have access to this patient’s records): 

 

Name:  _____________________________        Relationship: ___________________________________ 
 

Name:  _____________________________        Relationship: ___________________________________ 

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy 

Practices for this healthcare facility.   A copy of this signed, dated document shall be as effective 

as the original.   MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD I REQUEST 

TREATMENT OR RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE. 

You may refuse to sign this acknowledgement & authorization.  In refusing we may not be 

allowed to process your insurance claims. 

 

 

____________________________________             ________________________________ 

Please print name of Patient        Please sign for Patient / Guardian of Patient 

 

____________________________________                 _____________________________________ 

Legal Representative / Guardian      Relationship of Legal Representative / Guardian 
 

office Use Only 

As Privacy Officer, I attempted to obtain the patient’s (or representatives) signature on this Acknowledgement but did 

not because:   It was emergency treatment         I could not communicate with the patient    The patient 

refused to sign    The patient was unable to sign because________________  Other (please describe)_________________    

                                                    __________________________________________ 

                                                                                                                                        Signature of Privacy Officer 


