






 

 

Insurance and Preventative Services Reminder 

 

We would like you to be aware that, as a courtesy, we will always do our best to verify your insurance for coverage at 

the time of service.  HOWEVER, due to the growing number of insurance companies and policies, there is no guarantee 

of benefits and your insurance can retract verification at any time.  It is YOUR responsibility to verify that you are eligible 

for your dental services.  Any claims not paid by your insurance in a timely manner (within 90 days) is your responsibility.  

The contract for insurance is between you and your insurance company.   
 

A common myth regarding dental insurance is that dental cleanings, exams and x-rays are always “free.”  While many 

policies cover these services at no out-of-pocket cost to you, many companies are reducing this coverage by either 

making a portion of the cost patient responsibility or enforcing limitations for how many times they will cover a certain 

service, such as an exam.  We make significant efforts to obtain these details and to notify you when possible; however, 

policies can change without notice.  Ultimately, the contract is between you and your insurance company.  This means 

that there may be times when there will be a balance due, even after a cleaning, x-rays or an exam.   

 

X-rays are the most effective way for our doctors to diagnose what is occurring in your mouth.  X-rays help to see the 

developing mouth of children, to see structures or masses that may not be visible through examination, and to verify 

location of active decay or infection.  We will seek to bill your insurance for your x-rays, but we will not determine what 

x-rays are needed for proper diagnosis solely based on what your insurance will cover.   

 

We are proud to provide new state-of-the art x-ray imaging with 3D CT technology!  These are called conebeam 

images and are ideal for specific types of oral health issues.  Not every patient will need or receive a conebeam image.  

When provided, the fee for a conebeam image is $250 and is due at the time of service. 

Please rest assured that the team at Affinity Dental wants you to receive the most from your insurance coverage and the 

best possible diagnosis and care available! 

Thank you, 

Affinity Dental 

 

______________________________________________________ _________ 
Signing here indicates acknowledgement of the above information Date 
 

 



 

 

 

 
 
 
 
 

 
Acknowledgement of Receipt of 

Notice of Privacy Practices  
**You May Refuse to Sign This Acknowledgment** 

If the patient is under 18 years of age, a parent or legal guardian must sign. 

 
I, ________________________________, have received a copy of this office’s Notice of Privacy Practices. 
      {Please Print Patients Name} 

  
{Signature of Patient or Parent/Legal Guardian} 

  
{Date} 

Pre-medication, billing statements and appointment reminders: 

I am authorizing this office to call me and remind me to take my pre-medication before my dental appointment or 
provide notice of a billing statement or appointment.  They may leave a message for me regarding this information at 
any number that I have supplied to them.  They may leave a message on any answering machine, voice mailbox or 
with whoever answers the telephone.  I also authorize this office to remind me of this information on any reminders 
that the office will mail or email to me.    
 
Our office requests that each patient sign this consent form which allows us to share protected health information with 
other physician offices, your hospital and insurance company. By signing this form, you consent to our use and 
disclosure of protected health information about you for treatment, payment and health care operations. You have the 
right to revoke this consent, in writing, except where we have already made disclosures in reliance on your prior 
consent. Our Notice of Privacy Practices provides information about how we may use and disclose protected health 
information about you. You have the right to review our notice before signing this consent. 
 

Authorization to Release Information to Family Members and/or Friends  

 
Many of our patients allow family members such as their spouse, parents or others such as friends to call and request 
appointment times, rescheduling of appointment times for the patient, to go over insurance benefits or financial/billing 
information, and/or the request results of tests and procedures. Under the requirements for H.I.P.P.A. we are not 
allowed to give this information to anyone without the patient’s consent. If you wish to have this information released 
to family members and/or friends you must sign this form. Signing this form will only give consent to release 
appointment times, rescheduling of patient appointment times, to go over insurance benefits, and/or the results of 
tests and procedure to the family members and/or friends indicated below. This consent form will not allow our office 
to release any other information about you. However, you have the right to revoke this consent, in writing prior to 
expiration of that one year, except where we have already made disclosures in reliance on your prior consent. I 
authorize this office to speak with the below listed individuals regarding my appointment times, rescheduling of 
appointment times, to go over insurance benefits or financial/billing information, and/or the results of tests and 
procedures.  
 

1. Individual Name____________________________ Relation to Patient: _______________ 

 
2. Individual Name____________________________ Relation to Patient: __________________ 

 

      ___________________________________ 
{Signature of Patient or Parent/Legal Guardian}   (DATE) 

 


