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Insurance

We will submit your insurance claims for you to your insurance company, as long as you have coverage in our office. In most cases, your insurance will pay our office directly. By signing this form, you are assigning your dental and/or medical benefits payable directly to Dr. Hector L. Briceno, D.M.D. Please understand that you are ultimately responsible for ALL fees regardless of insurance coverage. At the time we do your treatment plan, the amount insurance will cover is always an estimate. While we do verify your eligibility, it is up to the insurance company to pay according to the contract it has with your employer. There may be limitations that we are not made aware of. Due to this, it is possible that you may end up with a balance due or a credit on your account once the claim is processed. 

If there is a balance due, you will receive a statement from us. If your insurance does not complete processing your claim within 60 days, we will request you pay us the remaining amount.

We do not estimate or accept assignment of benefits from secondary insurance. We will submit the claim for your primary insurance ONLY. If you would like to file for secondary insurance yourself, let our office know before you leave and we will print out a receipt. You must wait for your primary insurance to pay first. 

**Changes in your insurance policy may be reflected in your estimated payment for treatment. Please make our office aware if your insurance does change. 

Photos and Images

I give permission for my dentist and his/her clinical team to take any necessary diagnostic, photos or     study models to enable complete diagnosis and treatment.

Please initial if you DO NOT want to have your photos taken. _________

I also give permission for any photos or images to be used for educational purposes.

Please initial if you DO NOT want your photos or images of your teeth to be used._________

Appointments

Please understand the importance of keeping any appointments which are scheduled. If an appointment needs to be changed, we do require 24 hours notice. If you are scheduled to have surgery in our office and you need to reschedule your appointment we require 48 hours notice. If appointment is cancelled after 48 hours you will be charged a $75.00 non-refundable fee. If you are 10 minutes late for an appointment, you may need to be rescheduled. 

Notice of Privacy Acknowledgement

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (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 healthcare providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third party payers.

· Conduct normal healthcare operations such as quality assessments and physician certifications.

Please list any people who you allow us to release your information to. ( For example, a family member, employer, school, etc.) 

Name




Your Signature

               Date

____________________________
            _______________________            ____________

____________________________             _______________________             ____________

I acknowledge that I have read both pages of this form and have also received your Notice of Privacy 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 Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices. 

Patient Name (Printed): _________________________ Signature: ____________________________ Date: _____________
