


 

 

Financial & Appointment Policies 

Financial Policy: Payment in full is required at the time of service. We accept cash, personal checks & all major 
credit cards. If you need financial assistance, we do participate with Care Credit & their website is 
www.carecredit.com to be approved. Our office offers 12 months interest free for anything over $200.00.  

Dental Insurance: We would like to stress that our relationship is with you & not with your insurance carrier. 
We will bill your insurance for you & send any necessary letters, x-rays & pre-determinations. If we can verify 
your coverage & your insurance company will send payment directly to our office, we will bill your insurance 
& you will be required to pay your ESTIMATED difference & or deductible at the time of service. Fees incurred 
for dental treatment are your responsibility regardless of insurance reimbursement. Our office will require 
your Social Security Number if we are filing dental insurance as it is an extension of credit.       

Unaccompanied Minors: NYS law requires parental consent for all services provided to a minor. A parent or 
guardian MUST accompany children under 18 years old to their first dental appointment.    

 

Appointment Policy: A scheduled appointment is an agreement between the patient & the dental provider. 
We agree to reserve the time, staff & equipment to serve you. We ask that you be here on time to receive 
that service.  

Broken Appointments: Please be considerate of other patients. IF you fail to show for an appointment or call 
to reschedule your appointment with less than 24 hours’ notice, you deny other patients the opportunity to 
use that appointment time. A $25 fee may be assessed for appointments that are broken or cancelled with 
less than 24 hours’ notice.  

We certainly understand when emergencies happen, however, patients who establish a pattern of Broken 
appointments or late cancellations will be dismissed from our practice to seek their care elsewhere.   

I have read & understand the above policies & agree to abide by them. 

 

Patient/Guardian Signature: _________________________ Date: _________ 
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Release of Records / Request of Records 
 

I, hereby authorize the release of my dental records and radiographs from the dental  

practice of: ___________________________________ 

                                  ___________________________________ 

                                  ___________________________________ 

 

Patient Name: ___________________________________ 

Patient D.O.B.: ________________ 

 

Patient’s Signature: ________________________________Date: _________ 

 

 

**If possible, please email the records and radiographs to: 

info@asmilebydesign.com 
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 
 
 

I understand that that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPPA”), I have certain rights to privacy 
regarding my protected health information. I understand that 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 and indirectly. 
Obtain payment from third-party payers. 
Conduct normal healthcare operations such as quality assessments and physician certifications. 
 
I acknowledge that I have received your Notice of Privacy Practices containing a more complete description of the uses and 
disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy Practices from 
time to time and that I may contact this organization at any time at the address below to obtain a current copy of the Notice of 
Privacy Practices. 
 
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, 
payment or healthcare operations. I also understand you are not required to agree to my requested restrictions, but if you do agree 
then you are bound to abide by such restrictions. 
 
 
Patient/Minor Name:  ______________________________________________ 
 
 
Patient/Guardian Signature: ____________________________________________      DATE_________________ 
 

 

Authorization to Release Information to Family Member /Other 

 

I, __________________________, give permission to Dr. James Vogler 

& his team members to discuss my health & dental situation /treatments with the following persons: 

Name: _________________________________ 

Contact Numbers: 

Home: _____________________         Cell: ____________________ 

Name: __________________________________ 

Contact Numbers: 

Home: _____________________        Cell: ____________________ 

This authorization shall be in effect from this day forward & until 

I advise Dr. James Vogler & his team members otherwise in writing. 

 

Patient’s Signature: ___________________________ Date: _____________ 
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