












HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices 
This form does not constitute legal advice and covers only federal, not state, law. 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 

Notice to Patient: 
 
We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may 
use and/or disclose your health information.  Please sign this form to acknowledge receipt of the Notice.  
You may refuse to sign this acknowledgement, if you wish. 
 
 
 
 
 
I acknowledge that I have received a copy of this office’s Notice of Privacy Practices. 
 
 
_____________________________________________________________________________ 
Please print your name here 
 
_____________________________________________________________________________ 
Signature 
 
______________________________ 
Date 
 
 
 
 
 
 

 
FOR OFFICE USE ONLY 

 
We have made every effort to obtain written acknowledgment of receipt of our Notice of Privacy from this 
patient but it could not be obtained because: 
 

� The patient refused to sign. 

� Due to an emergency situation it was not possible to obtain an acknowledgement. 

� We weren’t able to communicate with the patient. 

� Other (Please provide specific details) 
 
____________________________________________________________________________________

____________________________________________________________________________________

_______________________________________________________________ 

 

 

 

____________________________________________________ ___________________ 
Employee signature       Date 

 



It’s About Expectations… 
 
We appreciate and value you as a patient in our practice.  In order to maintain an excellent, 
mutually beneficial relationship, we would like to take this opportunity to reiterate our office 
expectations. 

 

As a patient of our practice, you can expect us to: 
 

 Greet you in a friendly, professional manner. 
 Seat you as soon after your arrival as possible. 
 Outline the estimated cost associated with any treatment before beginning. 
 Strive to perform painless dentistry. 
 Provide the most advanced dental procedures and materials. 
 Explain the treatment being performed. 
 Maintain a clean office. 
 Sterilize all instruments and disinfect all treatment rooms. 
 Do everything possible to make you feel welcome and comfortable. 
 Treat you with the utmost professionalism and personal attention. 
 Assist you in assuring the processing of your insurance claims does not exceed 

eight weeks. 
 Remind you of your scheduled appointments a day in advance.  
 Treat any friends and family you refer to us with the same friendly, personal 

attention. 

 
As a patient of our practice, we expect you to: 
 

 Keep your scheduled appointments.  We require a two business day notice for 
any appointment changes to avoid a $25 cancellation fee. 

 Arrive on time for your appointments. 
 If you have insurance, pay your estimated patient portion at the time services are 

rendered.  There is a $40.00 returned check fee. 
 If you do not have insurance, pay for your services at the time they are rendered. 
 Provide us with current and accurate insurance information. 
 Keep us updated regarding changes in your personal information, such as 

address and telephone numbers. 
 Notify us of changes of your general health status, including any special needs 

that you may have. 
 Brush and floss daily as recommended by our staff. 
 See us regularly for exams and cleanings as recommended by our doctors and 

staff. 
 Feel comfortable referring your friends and family members to our office!   

 

 
Signed_________________________    Signed _________________________ 
 Patient           Cordera Family Dentistry 
 
Date_______________   Date______________ 



Cordera Family Dentistry 

Hans Egbert D.D.S. 

Policy Form 

 

 

Office Financial Policies 
 

Dental insurance plans do not normally provide full coverage of your dental bill.  

Your dental coverage is a contract between you and your insurance company, and while 

we will cooperate to the fullest in expediting your claim, you are ultimately responsible 

for your account. Estimates given through our office are NOT a guarantee of payment by 

your insurance company. Your portion of the bill will be due at time of service. 

If your insurance has not been paid within 60 days from the date of service, we 

will look to you for prompt payment of the account. All costs for collection of the 

account including, but not limited to, interest, rebilling fees, court costs, attorney fees, 

and collection agency costs will be passed on to the patient and/or the responsible party.  

I understand that intentionally providing false information in attempt to receive 

undue insurance benefits constitutes fraud and will be prosecuted as such. 

 

 

 

Signature        Date 

 

 

Insurance Regulations and Assignment of Benefits 
 

I agree to be responsible for all charges for dental services and materials not paid 

by my dental benefit plan, unless prohibited by law or the treating dentist or dental 

practice has a contractual agreement with my plan prohibiting all or a portion of such 

charges.  To the extent permitted by law, I consent to your use and disclosure of my 

protected health care information to carry out payment activities in connection with 

claims submitted from this office. I hereby authorize and direct payment of the dental 

benefits otherwise payable to me, directly to Cordera Family Dentistry.   

 

 

 

 

Signature        Date 

 

 
 

 



 Cordera Family Dentistry 
 

AUTHORIZATION TO RELEASE INFORMATION 

 

Patient Name:____________________________        Date:___________________________ 

 

May we leave a message on your: 

 

Home:____________________ Cell:___________________ Work:____________________ 

  

 Yes       No          Yes        No       Yes          No 

 

 

Under HIPPA requirements, our practice is not allowed to give any of your personal information 

to anyone else without your consent. Please sign below if you would like to authorize Cordera Family 

Dentistry to discuss appointment information, insurance correspondence, and/or procedure 

information with the following individual(s): 

 

1.)ajdskfja;lsdkfj_           Relationship:adsjfa;lksasdfdgfg  Phone:asdjfklasd________ 

    Is it ok to leave a message:             Yes          No 

2.) ajdskfja;lsdkfja;sls   _Relationship:adsjfa;lksasddfggs  Phone:asdjfklasdjf;lkas___ 

    Is it ok to leave a message:                Yes          No 

3.) ajdskfja;lsdkfja;sal    Relationship:adsjfa;lksasdsffsdf  Phone:asdjfklasdjf;lkas___ 

    Is it ok to leave a message:                Yes          No 

 

 

Patient/Guardian Signature:adsfadfm,asndasdfasdadaskfjklasjdf;dkaj;sdklfj;aslkdasdfjadskfjkl 

 

Relationship to Patient (if not patient):asdjflkasaksdjf;alksdjfa;lskdjfa;lskdjfa;slkdfjal;skdfja;ls 

 


