




																																																							Office	Policy	

Dear	Patients,	

Welcome	to	our	office.	We	will	do	our	best	 to	make	your	visit	as	comfortable	as	possible.	We	are	
pleased	that	you	have	chosen	our	office	for	your	dental	health	care	needs.	We	strive	to	provide	our	
patients	with	high	quality	comprehensive	dental	care	at	a	reasonable	fee.		

On	your	first	visit	expect:	
A	thorough	examination	and	review	of	your	oral	health	including	necessary	x‐rays.	Teeth		
cleanings	are	schedule	on	a	different	day.		
	
Your	 recommended	 treatment	 will	 be	 explained	 and	 you	 will	 receive	 an	 estimate	 of	 your	 cost	
according	 to	your	particular	 insurance	plan.	Treatment	 rendered	and	not	paid	by	your	 insurance	
company,	will	be	your	responsibility	to	pay.	
	
Please	help	us	to	serve	all	our	patients	by	keeping	your	appointment.			Every	time	an	appointment	
is	made	a	certain	amount	of	time	is	reserved	special	just	for	you.	 	If	you	cancel	with	less	than	48‐	
hours	notice,	we	do	not	have	the	opportunity	to	offer	your	appointment	to	another	patient	in	need.	

There	will	be	a	charge	of	$35	fee,	per	hour	set	aside	for	you,	if	the	appropriate	amount	of	notice	is	
not	given.			

						
				We	require	a	deposit	be	made	on	all	future	treatment	appointments.		 	
	
We	 accept	 cash,	 check,	 debit	 card,	 Visa,	 MasterCard,	 and	 Internet	 Free	 Financing	 (information	
available	at	front	desk).		We	offer	variety	of	payment	options,	such	as,	5%	prepayment	courtesy	and	
In	Office	Plan	(ask	for	details).		Should	financial	arrangement	be	necessary,	they	must	be	made	prior	
to	 dental	 treatment.	 Payment	 is	 due	 as	 dental	 treatment	 is	 rendered,	 unless	 prior	 financial	
arrangements	have	been	approved.	Returned	checks	(non	sufficient	funds,	stop	payment,	etc.)	will	
be	 subject	 to	 a	 fee	 of	 $35	 in	 addition	 to	 the	 amount	 of	 the	 check	 written	 and	 will	 be	 due	
immediately.	 	There	is	a	$15	late	fee	for	any	balance	past	due	30	days	or	more.	It	will	be	charged	
monthly	until	balance	due	is	paid	in	full.		If	our	office	is	unable	to	collect	any	balance	due	within	90	
days	your	account	will	be	sent	to	collections.		A	$100.00	collection	fee	will	be	added	to	the	balance	
due	 and	 it	 will	 be	 listed	 as	 a	 collection	 amount	 with	 the	 consumer	 credit	 reporting	 bureaus.	 If	
balance	due	is	still	not	paid	in	full	further	action	will	be	taken.		
	
X‐rays	will	be	released	upon	signed	authorization	and	a	$35.00	duplication	fee	(per	patient)	
will	be	charged.	We	are	required	by	law	to	have	a	copy	of	x‐rays	in	the	chart.		
	
I	have	read	and	understand	the	above	policy	and	agree	to	its	terms.		
	
Signature____________________________					Date____________________	



Copper Canyon Smiles 

 

 For office communication purposes, we kindly request that you fill out the information requested below.  
Your information will be kept confidential and will only be used for confirmation of appointments and 
communication purposes between Copper Canyon Smiles and you. 

 

Patient Name: ________________________________________________________ 

Cell Phone Number: ___________________________________________________ 

E-Mail Address: _______________________________________________________ 

 

 

 

 

 

 

 



Patient Name_______________________________

Doctor Signature

REV 8/12

Assistant



PATIENT ACKNOWLEDGEMENT OF  

RECEIPT OF NOTICE OF PRIVACY PRACTICES 

       Date:____________ 

Please read our notice of Privacy Practices .You have the right to refuse to sign this 
Acknowledgement  

I,______________________, have received a copy of this  

Office’s NOTICE OF PRIVACY PRACTICES as required by federal law.  

 

____________________________ 

Print Patient’s Name 

 

_____________________________ 

Patient’s Signature 

 

 Notice about Dental Insurances:  
 

Because Insurance policies vary, we can only estimate your dental coverage 
due to complexities of insurance contracts. Ours fees generally, but not 
necessarily, fall within the usual and customary fee structure determined by 
your dental carrier. Not all dental services are covered by all dental plans. 
Your estimated patient portion (co-pay) is due on the day of scheduling 
dental services. Your estimated portion is based on information given to us by 
your insurance carrier. However, we may need to send you a statement if the 
estimated differs from the actual insurance payment. We will bill your 
insurance company and allow them 60 days to render payment. After 60 days, 
you will be responsible for the entire balance.  

 

Print Patient’s Name____________________________ 

 

Patient’s Signature___________________________ 
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