
Cel I phone Authorization

The FCC thas passed a new order under the Telephone Cionsurner protection Act. This rule
requires a business to obtain your consent prior to contacting you on your celtphone.

Your signature below authorizes :simmons Dental Care to contact you on your cellphone to
discuss fees; and billing, insurance, nredical history, and appointment scheduling.

Patient/Guilrdian Signature Date

EMI\IL AUTHORIZATION

We are happy to use email as a form of correspondence regarding you and our office. But in order
for us to do so via email, you must prov'ide consent recognizing that email is not a secure form of
communication.

Unencrypllgd email is not a secure form of communication. 'l'here is some risk that any individually
identifiable health information and other sensitive or confident,ial information that may be contained
in such email may be misdirected, disclcsed to or intercepted b'y, unauthorized third parties.

However, you may consent to receive email from us regarding your treatment, dental specials we
are offering, or our dental newsletter. We use the minimum nercessary amount of protected heralth
information in any communication,

Our first email to you will verify the rlmail address you provide.

El I consent and accept the risk in receiving information via un:;ecured email. I understand t can
withdraw ml/ consent at any time. My email address is: _
tr t do not consent to receiving any information via email. I understand that I can change my rnind
and provide consent later.

Patient/Guardian Name Date



Patient acknowledgernent of receipt of':
I ) Dental Materials Fact Sheet and,
2) Hf PAA Notice of Privac:y practices.

Signature below is acknowledgernent that you have received these fblns. It'you have any objections or rquestions regarding these forms, please let us
know.

Thank you,

Patient/Guardian S i enature Date



SIMMONSi DEI{TAL CORPORATION

Dear Patient:
Thank you for selecting Simmons; Dental Corporation for your dental needs. We understand that

financial policies, along with the billing and payment procesrs comrnon to dental ofl.rces can be
confusing. With that in mind, we have prepared this form to help 1,ou understand our financial and
office policies.

FOR OUR PATIENTS WITHOUT DENTAL INSU.RANCE COVIIRAGE: Payrnent is due. in
full, for services r:endered at each visir:. unless prior arrangenlents harre been made with the Financial
Department.

FOR OUR PATIENTS WITFI DENTAL INSURAI{CE COVERA,GE: Insuranc,e forms must
be provided at each visit or the patien'i will be required to pa'i in full for serv'ices rendered. With the
proper, completed insurance form we will be happ)'to bill 1'our insurance company, howel'er, we must
remind you that our office has no con':rol or.'er the coverage riou selected. the amount of your benefits. or
the time that w-ill elapse before we rec,ei\ e pa)'ment from your insurance cornpany. At each visit.
payment is due for the portion of the cosl not covered b,v- yotrr insurance, whLich will be estiimated b1'the
financial departrrrent. If your insurance c:ompany does not pa.v within the tirne that is usual and
customary for most insurance comparLies (35) days. YOU SHOULD CONT.ACT YOUR I|.ISURANCE
COMPANY OR EMPLOYER TO DIrTI]RMINE WHY THBY H.I\\ZE NO I PAID. We r,vill thCN ASK

that you pay any outstanding balance on your account. Any overpayment th.at may occur v'ill be applied
to your account crr refunded to you at your request. Once the insurance 53s rpaid for a date of service. w'e

will notifu you if a balance is due. Any unpaid balance is du'e from I'ou rvithin 10 days after notice.
For dental treatment that may create a financial burden at this tirne, we now offer CareCredit

financing. For mLore information. please ask for a brochure. Our office accepts most majo:r credit cards.

An-v treatment estimates for future treatntent are valid for 90 days.
GENERAL ANESTHESIA POLICY: Medications and supplies are lprepared at lea:;t one da1'

prior to a general anesthesia appointnrent. They cannot be used on a.nother llatient. For this reason \\'e
iequest a non-refirndable deposit of $ 1Otr.00 at the time the gleneral. anesthesia appointment is scheduled.
(The deposit will be credited toward the cost of treatment if the cancr:llation policv is follo'wed.)

LATE CANCELLATION AND BROKEN APPOINI.MENT POLICY: T.hCTC WiII bC A bTOKCN

appointmenVlate cancellation charge of $100.00 per half hour applied to the accottllt of ever,v patient
who cancels or breaks an appointment without 24 hour notice. We are unab,le to schedule further
appointments for you until these charges are cleared'

I will allow Dr. Simmons to photograph and use for educational purposes any
aspect of my dental condition or treatment proc(:dures or publish any testimonials I
provide. I further permit him to discuss my conditions w:ith my physician and 1.o request medical
information from him/her.

If you have 3ny questions about ;rour bill. or would like to discuss finarrcial alrangements. please

call between 9:0(l am and 3:00 pm. lvtonday through Friday at (661) 947'3163. $/e will be happl'to
help you.

I have read and tnderstand all of the ,abc,r'e.

t)ateSignature of Patient or Guardian



PERMISSIO]\ FOR DENTAIL TRT|ATN{ENT TO A
MINOR CFTILD

I' being the parent or guardian of the below railLed patient, dohereby grant my permission for Dr. Simmons to render anydental treatment rleemed necessary in his plrofessional
judgment to my below named child.

Child's Name

Parent's or GuardLian's Signature

Date



SIMMONS DEt{TAlt, Cr\RE
FINIANCIAL POI-,ICY

"Ensuring that our patienrts receive high clualitl,dentlal treatme,nt ina caring and comfortable manner is the goal of our practice.,,

;l:l !:l*'"' ,is 
due at the tinte o"f v7'eatntent , unless pr-is1" pa.vntent a,rqnge,nentsnave oeen ntaCe.

***** We acc'ept cash, checks, an,C ntajor credit cards.

x****We also offer ct par)ment ,t/an called CareCrerc/it th,cr,f al/ott,s vo, to sta,ttreatment lodcry and spread pavrne'nts over tinte. (Care(}.eclit may ctl,sct be u:;ecl onexisting pqtiertt balances. )

**x**We offer an in-house monthtl.pq,,nent plan,( penct,ing creclit approval),
t'vhere v'e debit the credit card t'ott have authorized us to keep on,.file, to use.,fbr a
set monthly amount on a da1, of the, ntonth that is gc,od fbr vou.

We are here to help make your dental visit as comlbrtaltle: an,C pleasctnt aspossible. Please let t,ts knotv if yott have anf Qtrestictn.s.

I .understand the payment arrangernents acceptecl at Sintrnons tDental (lare, and
that I om responsiblefor any portion of m1, bitt thor.is not covered by lnstrance.

P at ient Signature/Respons i bl e p arry Date



SIMNNONS DENTAL C:ARE
Notice of Privacy Prar:tices

****Notice of Privacy Practices
Thrs Notice describes how your hea th information may be used and discloseci and how you cian
get access to this information Please review rt carefully The prrvacy of your health informatior is
important
to us.****Our Legal Duty

Federal and state laws require us; to marntarn the prvacy,lf your health infr:rmation. We are
also required to provide this Notice about our offrce s pnvacy practices;. our leqal dut'es. and your
rights regarding your health rnforma:ion We are requrred to follow the practices that are outltned
in this Notice while rt is in effect This Nctrce takes effect Feb 1 2014 and wi lremain in effect
r rnlil ruo ronlrna it

We reserve the right to change our pnvacy practrces and :he terms of this Notice at any tinre,
provrded such changes are permitted by appiicable law We reserve the rrght to make changes n

our privacy practices and the new terms of our Notice elfective for all healtlr irrformalion that ure
maintain lncluding health informaticn we created or received before r,are mitde, the changes
Before we make a signifrcant change in our prrvacy practrces, we wr I r:han,J€ this Notice and
make the new Notice available upor) re,luest For more inforrnation about c>ur privac,T practices or
additronal copies of thrs Notrce olease lontact irs rcontact 't'o"l1at'o" berc)v/r
****Uses and Disclosures of Health Information

We use and disclose health rnformalion about you for treatment, paym€nt, and healthcare
operations.
For example Insurance submittal for treatment rendered.
****Treatment:

We drsclose medical informatron to our employees and others who are tnvrclved in providing
the care you need We may use or cjisclose your health rnforrnatron to anolher dentis;t or other
healthcare providers provrdrng treatment lhat we oo not orov de We rray erlscr share your health
information with a pharmacist in order t: prov de you w th a prrescription or 'ruith a laboratory that
nerforms tests or fabrr^^.^^ ^^^+^r -.^^.h^req or o.thodont,c ennlta.CesyurrvrrrrJ LUrLr vr rsvrludLU> ug'ldl L'lv:lLlu)9J Vr v Lr vuJ rLv uePr
****Payment:

We may use and drscrose yo.rr heal:h nformatron:o obtarn paymert for services we provlcle
you, unless you request thatwe restrict such drscosure to your healtl'plan'rvlren you have paid
out-of-oocket and in full for servtces rendered
****Healthcare Operations :

We may use and disclose your heallh informaton in connectton with our hrealthcaire
operations; Healthcare operattons rncludo but a'e not,irl'r tecl to Qualrty asses;sment and
improvement activities, reviewing the competence or qual f catrons of healthcare professionals
evaluating practitioner and provider per-formance conductrngt trarntng progran']s, accreditatton,
certification, licensing or credentialing activities
****Your l\uthorization :

ln addition to our use of your heellth rnformation for treatnent payrnent or healthcare
operations; you may give us wrrtten authorrzatron to use your health infornraticn or to disclose tt to
anyone for any purpose lf yoLt give us an autnor zation. you may revoke tt in wrtttng at any tirre
Your revo(lation will not affect any use :r disclosures permitted by your aull-rorization while it s in
effect Unless you give us a written autnorization, we cannot use or disclos;er )/our h€'alth
rnformation for any reason except those described tn this Noltce



lf you are concerned that we may have v orated /our orrvacy rrghts or you disagree with a
decislon we made about access to your health information or in response to a request you made
to amend 9r restrict the use or disclosure of your health rnforrnation or to hal'e us cornmunicate
with you by alternative means or at erlternatrve locations, you may send a w'ritten complaint to'3ur
officeortotheU.s Departmentof FealthandHumanServices Officer of Crvrl Rights Wewill not
retaliate aglainst you for filing a complaint

Acknovlrledgement of Recr:ipt of Notice of Privacy Practices
**You May Refuse to Sign This Acknowledgement*'

| [full name], have received a copy of the _- [name of practice] Notice of Privacy Practi'les

[Plezrse Pr nt Name]

lQrnrratr rrp'l_ Lv'5'

Iudu=J

lf this Acknowledgement is srgned by a personal representat ve on behalf of the paiient' comprlete

the followrng

Personal Fleoresentattve s name

Relatronsirrp to Patienl

Office tJset anly - Patient Ref used b Srgn Form 

- 

Date.



Acknorvledgment of receipt of Information PraLctices \otice ($16a.520(a))

I. . (Patient s narne) Ltnderstand that as part of ntr
healthcare. this facilitr oriq.irrates and maintains health records describins rn\ health histon. s\r.nptonls.
eramination and test resrr lts. dia-enosis. treatment and anr plans 1'or firture care or treatlnent. I

acknou'ledge that I have been pror i,Jed u ith and understand that this facility"s Notice of privacr
Practices pror ides a conrpletc descriptiorr r,,/ tlre Lrses and disclosures of r.nr heillth inforrnatiop. I

understand that,

I have the right to revieu this facilitr's Notice of Pliracr Prar:tices pri,f,r to sierring this
acknclrv ledgment:

this facility'reser\es the riglrt to change their \otice of Priracv Practices and prior to
implerntentation of this rr ill nrail a copr oi arrr rer ise d norice to tlre address I'r'e pror ided. if
req uested.

Sisnature of Individual or Legal Repre:;entatire \\'itness

Printed Narne of Indir,idLral or Legal Represenratire

Witness

Date:

]FOR OFFICE T. SE ONLY

\\'eanenpteclL toobtairr*ritterrackno\\ledgrnerrtofrecciptoforrrNoticeof P:iiacr Practices.butitcould
not be obtained because:

: lndir idual refused to sicrr

('ortrrnun icatirrn harrier prol' ihired

An emergencr situatiorr pre\/enr:ed

Others (please specif-r )

obtainirrg the .\ckncr\\ ledgrnerrt

us tl'orl obtaininc the i\cknor.l le dgrrent

HIPAA Oftlcer Date
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