












Harris Parkway Dental Care 

HIPAA Compliance Patient Consent Form 

 

Our notice of Privacy Practices provides information about how we may use or disclose protected health information. 

The notice contains a patient’s rights sections describing your rights under the law. You ascertain that by your signature that you have reviewed 

our notice before signing this consent. 

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date. 

 

You have the right to restrict how your protected health information is used and disclosed for treatment, payment, or healthcare operations. We 

are not required to agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Health Insurance Portability and 

Accountability Act of 1996) law allows for the use of information for treatment, payment, or healthcare operations. 

 

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially anonymous usage in a 

publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not be retroactive. 

 

By signing this form, I understand that: 

• Protected health information may be disclosed or used for treatment, payment, or healthcare operations. 

• The practice reserves the right to change the privacy policy as allowed by law. 

• The practice has the right to restrict the use of the information, but the practice does not have to agree to those restrictions. 

• The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease. 

• The practice may condition receipt of treatment upon execution of this consent. 

May we phone, email, or send a text to you to confirm appointments?    Yes/No 

May we leave a message on your answering machine at home or on your cell phone?   Yes/No 

May we discuss your medical condition  with any member of your family?    Yes/No 

If yes, please name the member (s) allowed: 

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

May we discuss anything in your file including account balances, referrals, etc? If yes, please also list ANY limitations or restrictions. 

If yes, please name the member (s) allowed: 

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

This consent was signed by: ______________________________________________________________________________________ 

Signature: _____________________________________ Date: ________________ 



Harris Parkway Dental Care 

6029 Harris Parkway Fort Worth, Texas 76132 

 
  

Financial Policy 

PAYMENT is due at the time of service unless prior arrangements have been made. It is our policy to have a definite agreement between you, 

the patient, and this office concerning the payment of the fees for services rendered. If you have any questions regarding the cost of your 

treatment, please ask our front desk for an appropriate cost prior to the treatment being performed. For convenience, we accept cash, check, 

VISA, Master Card, Discover, American Express and Care Credit. All emergency dental services performed without previous financial 

arrangements with the office manager must be paid for at the time of services rendered. 

PATIENTS NOT COVERED BY DENTAL INSURANCE: Payment is expected when services are rendered. If major dental work is required, it is 

understood that at least half of the balance will be paid when treatment is started. The remaining balance is due when the treatment is 

completed. Financial responsibility on the part of each patient will be determined before treatment. Any dental service performed without 

previous financial arrangement or verified dental insurance must be paid for at the time of service. 

PATIENTS COVERED BY DENTAL INSURANCE: If you have dental insurance, we will be happy to file the necessary forms as a courtesy to you. 

However, your insurance is a contract between you and your insurance company. You are responsible for your entire bill regardless of what your 

insurance company pays. We require that you be responsible for your co-payment and deductible at the time of service. After insurance has 

been filed and if benefits have not been received within 60 days from your insurance company, the entire becomes the patient’s responsibility. A 

refund will be given when the benefits have been received from the insurance company. The office cannot render services in the assumption 

your charges will be paid by your insuranc4e company. Any balance exceeding 90 days may have a 10% per annum service charge on the unpaid 

balance. We charge a $10 billing charge for any statement sent 90 days after charges were incurred. 

In consideration of the professional service rendered to me or at my request by the doctor, I agree to pay for those services in full. I further 

agree to pay all cost (s) and reasonable attorney fees if the suit be instituted here under. If your account is turned over to a collection agency 

and a collection fee of 40% of the account balance will be added and must be paid by the patient. I grant my permission to you to you to 

telephone me at home or work to discuss matters related to my account. After 2 consecutive missed appointments, it is our policy NOT to 

reschedule you for any further appointments. There is a $25 charge for all returned checks for which the balance of the check and the returned 

check fee will be paid for in cash or money order only. 

We require 48-hour notice to reschedule or cancel an appointment. This will enable us to serve other patients that may need emergency dental 

care. There is a $50 charge for a missed or canceled appointment if the 48-hour notice is not given. 

As a courtesy to our patients, we offer convenient payment options to help with any out-of-pocket expenses. Please check which options  you 

would be most interested in learning more about. We do have 3rd party financing options. 

Please indicate your understanding and acceptance of these financial policies by signing below. It is understood that this executed copy of the 

Financial Policy will also cover your dependents who are patients. 

 

 

Printed Name:_________________________________________________________ Date:____________________________ 

Patient/Legal Guardian Signature:________________________________________________________________ 



Harris Parkway Dental Care 

Office Cancellation Policy 

 

In order to better serve our patients, we have instituted a cancellation policy. Not showing up 

for your appointment or canceling your appointment at the last-minute hurts and prevents us 

from seeing other patients in need. 

 

Please contact our office to confirm your appointment at least 48 hours prior to your 

appointment. 

If you cannot make it to your scheduled appointment, we ask that you contact us 48 hours in 

advance to cancel or reschedule so we have a chance to schedule another patient who needs to 

come into our office. We send out notifications by email, text, and/or phone prior to your 

appointment date and you can contact us by any of those three methods.  

We reserve the right to schedule another individual into that time slot if you have not 

confirmed your appointment. 

Not showing up for a scheduled appointment can result in the following cancellation fees: 

1st missed appointment – Warning. 

2nd missed appointment - $50 Cancellation fee per hour scheduled. 

3rd missed appointment – Require a credit card to hold your appointment. $50 will be 

charged per hour scheduled if this appointment is missed. 

 

If you are more than 10 minutes late for your appointment, we will work to complete as much 

treatment as possible during your allotted time. Please try to call and let us know if you are 

going to be more than 10 minutes late. 

We realize that emergencies do occur occasionally. If you truly have an emergency which 

physically prevents you from making your appointment, we will make an exception. Please sign 

below to show your understanding of our cancellation policy. 

 

Print Name:_____________________________________________ Date:________________ 

Signature: ______________________________________________  


