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DOWNTOWN CONCORD DENTAL

Thank you for choosing Downtown Concord Dental. Please take the time to fill
out this form so that we may better serve you.

Name Phone number Cell Phone #

We are going green! Downtown Concord Dental has always been committed to making
the world a healthier place. We've now expanded that outlook beyond your personal
dental health by shifting to paperless communications. Downtown Concord Dental
offers email service to remind you when you need a check up as well as confirmation of
your appointments.

Email Address:

How would you prefer to be reminded of your appointment?
Text message [ ] Email [ ] Phone call [ ]

How did you find out about our office?
Check all that apply:

1. [ 1 Friends or Family, Name:

2. [ 1 Yellow Pages

3. [ 1 Penny Saver

4. [ 1 Saw the location of the office
5. [ 1] Phone Referral

6. [ 1 Insurance Carrier

7. [ 1] Employees | work with, Name:
8. [ 1 Yelp

9. [ ] Google



Welcome to Downtown Concord Dental!

We would like to welcome you to our Dental Practice and look forward to providing you with all your
dental needs. Here are some of our office policies so that we may insure a professional relationship for
years to come.

Our Financial Policy:

Payment is due at the time of service unless other arrangements have been made. We
offer several options of payment for your convenience: cash, check, Visa, MasterCard. We believe that
patients who do not have available funds or insurance should not have to delay treatment due to money,
that is why we have partnered with Care Credit. This company allows our patients, who qualify, the
opportunity to spread out the cost of treatment into small monthly payments. Any patients who would
like to take advantage of this convenient option for payment will need to fill out an application: please
ask the front desk for one. Also, a patient's account must be up to date, to start new treatment, unless
other arrangements where made.

Usual & Customary Fees:
We are committed to providing excellent dental treatment to all of our patients. Our fees
reflect our commitment to the quality our patients deserve and are considered usual and customary for
the area.

Insurance:
As a courtesy service to our patients, we bill your insurance company after each visit.
Insurance policies vary and services rendered may not be covered. Balance is the patient's
responsibility whether your insurance pays or not. Our office is committed to helping our patients
maximize their benefits.

Missed appointments:
We understand that occasionally our patients will need to reschedule their appointments.
We do enforce that you call at least 48 hours before your appointment to reschedule or cancel, to avoid
being charged a $50.00 cancellation fee.

Children under 18:
We require all children under the age of 18 to be accompanied by a parent or legal
guardian. During the time the patient is in the office, we request the parent/guardian stay in the office
as treatment may change or questions may arise that only the parent/guardian can answer.

Please sign below to acknowledge that you have read and understand our office policies.
Thank you for you cooperation and we look forward in helping you with your dental needs.

Print Patient name: Sign:

(Patient or Parent/Guardian if patient is a minor)



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE
OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgment**

I, , have received a copy of this office's Notice
(Patient Name)

of Privacy Practices.

Signature (Patient or Parent/Guardian if Patient is a minor)

Date

FOR OFFICE USE ONLY
We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices
but acknowledgment could not be obtained because:

O Individual Refused to sign
O Communication barriers prohibited obtaining the acknowledgment
O An Emergency situation prevented us from obtaining acknowledgment

O Other, Please specify:



