




DAVID C. ZIEG D.D.S. 
 

Office Financial Policy and Agreement 
 
Payment is due at the time of service rendered.  
 
For your convenience, we accept cash, check, Visa, MasterCard and Discover. For those who qualify, 
we also accept Care Credit for patients who would prefer to make monthly payments, spreading the 
cost of their treatment over time. If you are interested in making arrangements with Care Credit 
please ask our team for more information.   
 
Payment plans and financial arrangements must be made prior to comprehensive treatment. 
 
Dental Insurance 
 As a courtesy we will gladly file your claims and accept assignment of dental insurance 
benefits provided you agree to the following: 

· Insurance benefits are determined by your employer and insurance company, not by 
your dentist. 

· Not all the services we provide are covered benefits. Benefits differ from one company 
to another.  

· It is the patients’ responsibility to understand that terms and conditions of their individual 
insurance contract. 

· Insurance is not a guarantee of payment. If we are unable to file your insurance, the 
balance due is the patients’ responsibility.  

· Any balance on account after 45 days is the patients responsibility. A service charge will 
be assessed monthly on all accounts over 60 days.  

· Although we may estimate your insurance benefits we are not responsible for their 
accuracy. Knowledge of benefits as well as benefit amounts, limitations, exclusions, 
waiting periods, etc. is entirely the patients’ responsibility. Receiving our services 
indicates your acceptance of responsibility of payment.  

If you fail to bring the required insurance information to your appointment we will ask that you 
pay the bill in full and be reimbursed from your insurance company with paperwork provided by 
our office.  

 
Non-insured Patients 
 We provide written estimate of fees, and payment is expected at each visit for services 
rendered. 
 
We understand that temporary financial problems may affect timely payment of your balance. In those 
situations, we encourage you to communicate any such problems immediately so we may assist you 
in the management of your account. 
 
Overdue Balance 
 An account with an unpaid balance past 90 days will be sent to the collection agency. At that 
time, you will be responsible for any and all cost incurred on your account.  

 
We reserve the right to charge and collect fees for broken appointments.  Appointments that are 
cancelled or broken without 24 hour notice may be charged a $40 fee. Appointments are 
reserved exclusively for you and therefore we stress you understand the importance of keeping said 
appointment, or informing us for the need to reschedule. 



 
Returned check fee of 35.00 will be added to your account balance and is collectable by our office. 
 
 
Consent and Authorization 
 I hereby do authorize dental treatment and agree to pay all related professional fees. Fees not 
covered by my dental insurance will be promptly paid upon notification from this office. I have read 
and understand this document in its entirety, outlining office policies and financial policies of David C. 
Zieg D.D.S., P.C. I agree to abide by the policies outlined herein.  

 
 
 

Printed name__________________________________________________Date________________ 
 
 
 
Signature_____________________________________________________Date________________ 
 
 
 
In Case of Child: 
 
 Relationship to child___________________________Date_________________ 
 Are you the person legally responsible for this child? Yes________No_______ 
 



Medical Information Release Form 

(HIPAA Release Form) 

 

Name: _____________________________________    Date of Birth: ____/____/_____ 

 

Release of Information 
[ ] I authorize the release of information including the diagnosis, records, examination 
rendered to me and claims information. This information may be released to: 
 

[ ] Spouse_________________________________ 

[ ] Child(ren)_______________________________ 

[ ] Other___________________________________ 

[ ] Information is not to be released to anyone. 

 

This Release of Information will remain in effect until terminated by me in writing.  
 

Messages 
Please call [ ] my home [ ] my work [ ] my cell number:___________________________ 

If unable to reach me: 

 [ ] you may leave a detailed message 

 [ ] please leave a message asking me to return your call 

 [ ] __________________________________________ 

The best time to reach me is (day) ______________________  between (time) ___________ 

 

 

Signed: ______________________________________ Date: ____/____/____ 

 

Witness:______________________________________ Date: ____/____/____ 
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NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION.  

PLEASE REVIEW IT CAREFULLY. 

This practice is required, by law, to maintain the privacy and confidentiality of your protected health information and to 
provide our patients with notice of our legal duties and privacy practices with respect to your protected health information.  

Treatment 
We may disclose your health care information to other health care professionals within our practice for the purpose of 
treatment, payment or health care operations. (example) 

“On occasion, it may be necessary to seek consultation regarding your condition from other health care providers 
associated with this practice.” 
“It is our policy to provide a substitute health care provider, authorized by this practice, to provide assessment 
and/or treatment to our patients, without advanced notice, in the event of your primary health care provider’s 
absence due to vacation, illness, or other emergency situation.” 

Payment 
We may disclose your health information to your insurance provider for the purpose of payment or health care operations. 
(example) 
 “As a courtesy to our patients, we will submit an itemized billing statement to your insurance carrier for the 
purpose of payment to this practice for health care series rendered. If you pay for your health care services personally, we 
will, as a courtesy, provide an itemized billing to your insurance carrier for the purpose of reimbursement to you. The 
billing statement contains medical information, including diagnosis, date of injury or condition, and codes with describe the 
health care services received.” 
Workers’ Compensation 
We may disclose your health information as necessary to comply with State Workers’ Compensation Laws. 

Emergencies 
We may disclose your health information to notify or assist in notifying a family member, or another person responsible for 
your care, about your medical condition or in the event of an emergency of your death.  

Public Health 
As required by law, we may disclose your health information to public health authorities for purposes related to: preventing 
or controlling disease, injury or disability, reporting child abuse or neglect, reporting domestic violence, reporting to the 
Food and Drug Administration problems with products and reactions to medication, and reporting disease or infection 
exposure. 

Judicial and Administrative Proceedings 
We may disclose your health information in the course of any administrative or judicial proceeding. 

Law Enforcement 
We may disclose your health information to a law enforcement official for purposes such as identifying or locating a 
suspect, fugitive, material witness or missing person, complying with a court order or subpoena, and other law 
enforcement purposes. 

Deceased Persons 
We may disclose your health information to coroners or medical examiners. 

Organ Donation 
We may disclose your health information to organizations involved in procuring, banking, or transplanting organs and 
tissues. 

Research 
We may disclose your health information to researchers conducting research that has been approved by an Institutional 
Review Board. 
 
 



Page 2 of 2 
 

Public Safety 
It may be necessary to disclose your health information to appropriate persons in order to prevent or lessen a serious and 
imminent threat to the health or safety of a particular person or to the general public.  

Specialized Government Agencies 
We may disclose your health information for military, national security, prisoner and government benefits purposes. 

Appointments 
We may contact you for appointment purposes as described below: 
 “As a courtesy to our patients, it is our policy to call your home on the evening prior to your scheduled 
appointment to remind you of your appointment time. If you are not at home, we leave a reminder message on your 
answering machine or with the person answering the phone. No personal health information will be disclosed during this 
recording or message other than the date and time of your scheduled appointment along with a request to call our office if 
you need to cancel or reschedule your appointment.” 
Change of Ownership 
In the event that this practice is sold or merged with another organization, your health information/record will become the 
property of the new owner. 

Your Health Information Rights 

You have the right to request restrictions on certain uses and disclosures of your health information. Please be 
advised, however, that this practice is not required to agree to the restriction that you requested. 

You have the right to have your health information received or communicated through an alternative method or 
sent to an alternative location other than the usual method of communication or delivery, upon your request. 

You have the right to inspect and copy your health information. 

You have a right to request that this practice amend your protected health information. Please be advised, 
however, that this practice is not required to agree to amend your protected health information. If your request to 
amend your health information has been denied, you will be provided with an explanation of our denial reason(s) 
and information about how you can disagree with the denial. 

You have a right to receive an accounting of disclosures of your protected health information made by this 
practice. 

You have a right to a paper copy of this Notice of Privacy Practices at any time upon request. 

Changes to this Notice of Privacy Practices 
This practice reserves the right to amend this Notice of Privacy Practices at any time in the future, and will make the new 
provisions effective for all information that it maintains. Until such amendment is made, this practice is required by law to 
comply with this notice. 

This practice is required by law to maintain the privacy of your health information and to provide you with notice of its legal 
duties and privacy practices with respect to your health information. If you have questions about any part of this notice, or 
if you want more information about your privacy rights, please contact our office. 
 
This notice is effective as of _____/_____/_____ 

I have read the Privacy Notice and understand my rights contained in the notice. 

By way of my signature, I provide this practice with my authorization and consent to use and disclose my protected health 
care information for the purposes of treatment, payment and health care operations as described in the Privacy Notice. 
 

_____________________________________________________ 
Patients Name (print) 

_____________________________________________________  ___________________ 
Patients Signature        Date 

_____________________________________________________  ___________________ 
Authorized Facility Signature       Date 
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