




 
 
 

GENERAL ACKNOWLEDGEMENT AND CONSENT 
 
By signing below, I acknowledge the following: 
 
NOTICE OF PRIVACY PRACTICES:​  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 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 or indirectly 
 

● Obtain payment from third-party payers 
 

● Conduct normal healthcare operations such as quality assessments and physician certifications 
 
I acknowledge that I been given access to the office’s Notice of Privacy Practices and will be provided a copy 
upon request.  

 
NO SHOW/CANCELLATION POLICY:​  Our office reserves time for your appointment.  I understand that it is 
the policy of this office that I give at least a 24-hour notice if I need to cancel or reschedule.  If I fail to notify the 
office at least 24 hours in advance, I am subject to a fee of ​$38 per scheduled hour​.  
 
CONFIRMATION OF APPOINTMENTS:​  If appointments are not confirmed 24 hours in advance, our office 
reserves the right to schedule another patient in your place.  Our confirmation process includes multiple 
notifications for confirmation, as long as you have provided accurate contact information.  
 
PAYMENT FOR SERVICES:​  If you have insurance, deductibles and coinsurance for services rendered at the 
time of service will be due in full unless other payment arrangements have been made.  If you do not have 
insurance available, payment will be due in full at the time of service unless other payment arrangements have 
been made.  Balances overdue more than 90 days may be forwarded to an outside agency for collection. 
 
INSURANCE DISCLAIMER: ​ Farmington Dental and Orthodontics will file my insurance as a courtesy.  I am 
fully responsible for any treatment costs which are denied or not covered by my insurance company as well as 
any balance due after insurance payment has been made.  It is my responsibility to provide the office accurate 
information on my insurance coverage.  It is also my responsibility to understand the benefits, restrictions and 
limitations of my plan.  
 
______________________________________________ 
Patient Name (please print) 
 
______________________________________________ _______________________________ 
Patient/Responsible Party Signature Date 
 

 
 

181 West Main Street, Farmington, AR 72730 
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