




 

I have the right to review the Notice of Privacy Practices prior to signing this consent. Pediatric Dentistry of Savannah reserves the 
right to revise its Notice of Privacy Practices at any  time. A revised Notice of Privacy Practices may be obtained by forwarding a 
written request to Pediatric Dentistry of Savannah's Privacy Officer at: 310 Eisenhower Drive #6, Savannah, GA 31406

By signing this form, I am consenting to Pediatric Dentistry of Savannah's use and disclosure of my child’s/children’s PHI to carry 
out appointment reminders, insurance items, account transactions/information and any calls/emails/faxes pertaining to my 
child’s/children’s dental care.  I may revoke my consent in writing except to the extent that the practice has already made 
disclosures in reliance upon my prior consent. If I do not sign this consent or later revoke it, Pediatric Dentistry of Savannah may 
decline to provide treatment to you/your child.  

Name of your child/children:_____________________________________________________

Printed name of parent/guardian signing form:______________________________________ 

Your signature: _______________________________  Today’s date: ___________________________ 

We have attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because

�
�
�

Individual refused to sign 
Communication barriers prohibited obtaining the acknowledgement 
An emergency situation prevented us from obtaining acknowledgement 

Other (Please specify)�



 

     FINANCIAL AGRREEMENT 

   

Thank you for choosing us for your dental needs.  We are committed to providing your child with 
excellent dental care.  Our convenient financial arrangements are based on an open and honest 
discussion of recommended treatment options, respective fee and patients’ financial capabilities. 

PAYMENT 

Payment in full is due at the time of service unless prior financial arrangements are made.  We offer  
several payment options: 

Cash, Checks, Visa, Master Card, and Care Credit 

INSURANCE 

Our office is committed to helping patients maximize their benefits. Because insurance policies vary 
greatly, we can estimate your coverage in good faith, but cannot guarantee it.  As a service to our 
patients, we will be happy to manage all claim submissions and follow up on your behalf.  

MISSED  APPOINTMENTS 

Once an appointment has been made, that time is reserved specifically for your child.  We reserve the 
right to charge a $37 fee for a no show appointment or for a last minute cancellation.  We do ask that 
you try to give us at least 24 hours notice of cancellation. 

FINANCE CHARGE 

The policy of this office is to charge 1% interest monthly or a billing charge to all account over 90 days 
past due.  There is also a $40.00 fee for returned checks. 

 

I understand and agree to this Financial Policy 

 

Parent:____________________________________________   Date:____________________________ 
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