Cancellation Policy

In order for us to treat you and our other patients in a comprehensive and timely manner, we ask you to honor your scheduled appointment.  If you are unable to keep a scheduled appointment with our office, we would appreciate no less than 48 hours notice.  Without 48 hours notice, your account may be charged $35.00.  Appointments scheduled for more than one hour (a deep cleaning or surgery) may be charged a cancellation fee of $100 in order to recover some of our incurred expense.  

Financial Responsibility

You are financially responsible for all business conducted through our office.  We will gladly file your insurance once we are provided all necessary information; however, you are responsible for your balance in the event we are unable to collect from your insurance provider.  There is a return check fee of $25.00. The undersigned agrees that if this account is not paid when due, and Dr. Deborah Robbins’ office should retain an attorney or collection agency for collection, the undersigned agrees to pay all costs of collection including court costs, reasonable interest, reasonable attorney’s fees, and reasonable collection agency fees.  
HIPAA/Notice of Privacy Practices

I understand that I have rights to privacy regarding my protected health information (PHI).  These rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA).  I authorize you to use and disclose my PHI to carry out: 

· Treatment (this may include sending xrays and other records to a different doctor)
· Obtaining payment from third party payers (insurance company)

· The day-to-day healthcare operations of your practice.

I have also been informed of, and given the right to review and secure a copy of your Notice of Privacy Practices, which contains a more complete description of the uses and disclosures of my PHI and my rights under HIPAA.  I understand that you reserve the right to change the terms of this notice from time to time and that I may contact you at any time to obtain the most current copy of this notice.  

I understand that I have the right to request restrictions on my PHI if used and disclosed to carry out treatment, payment, and health care operations, but that you are not required to agree to these requested restrictions.  However, if you do agree, you are bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time.  However, any use or disclosure that occurred prior to the date I revoke this consent is not affected.

Please list the following people (names and relationship) that we can disclose your PHI to:

    Name




Relationship

I have read, understood, and agree to the terms listed above.

Signature: 







Date: 





