
 



 



Broken Appointment Policy  

CRESCENT DENTAL CARE is committed to quality dental care. In an effort to reduce the length between 
appointments, we are implementing the following.  

Cancellation and broken appointment policies:  

1. All appointments must be canceled 24 hours prior to the scheduled appointment time.  

2. Appointment broken without notice will be charged a $35 fee for half hour or $70 for one hour. This fee will not 
be covered by any DENTAL INSURANCE plan. Patients with missed appointment will not be rescheduled until the 
balance is paid.  

3. All patients with three missed appointments will no longer be seen in our facility.  

It is very important to keep your dental appointments. Please help us in the effort to reduce the wait times for 
appointments. We ask that you abide by the above policies.  

I understand the above broken appointment policies. I am aware of the charges to my account or my family account 
if proper cancellations are not followed. CRESCENT DENATAL CARE has the right to terminate services to 
patients that are not compliant with our policies.  

Patient Signature                                                                 Date  

----------------------------------------------------------- --------------------------  

Financial Policy  

Payment is due in full at the time of service. If you have dental insurance, we will accept assignment from your 
insurance company for covered treatment. We do require that you pay in full for any non-covered portion of your 
care, including any deductible or co-payment, at the time of service. Extensive treatment programs should be paid ½ 
on the date of the initial treatment and the balance upon delivery or completion of the treatment. We accept most 
credit cards and debit cards. Any estimates given for a dental procedure are not guaranteed until Dr. Nehal Ali 
completes an oral exam to confirm the procedure. Dental diagnosis may change over time due to continuing 
progress of the disease resulting in the re-evaluation of the treatment plan. Your non-covered portion of any 
treatment that requires lab services must be paid in full on or before the date of delivery.  

* A 1.5% interest rate will be charged on all unpaid balances on a monthly basis until the balance is paid in full.  

PATIENTS WITH INSURANCE - PLEASE READ CAREFULLY  

Dental insurance is a contract between you, your employer, and the insurance company. The percentage of coverage 
by your insurance company may be based on the company's own reduced fee schedule for dental services, and may 
be less than the actual charges resulting in lower coverage for you. We have no control over this situation. Lower 
payment is a direct result of the plan selected by your employer. Please be advised that we cannot waive 
co-payment. We are required by law to collect co-payment. An insurance to pay the covered portion. We urge you to 
follow up to insure that your insurance company makes payment on time.  

I have read and understand the Financial Policy outlined above  

__________________________________________________ _______________ 

Signature                                                                                                         
Date  

 



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.  

Under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), all medical records and other 
individually identifiable health information of which we have knowledge must be kept confidential. All personal 
health information used by us or disclosed by us is covered by this Act regardless of whether this personal health 
information is in electronic, oral or paper form. Several new rights are granted to patients under this Act, allowing 
control over how your personal health information is used, how you can access it, and in some cases amend it. We 
are required by law to maintain the privacy of your personal health information and to provide you with notice of 
our Legal duties and privacy practices with respect to your personal health information.  

We may be assessed a penalty for any misuse or unauthorized disclosures of your personal health information as 
regulated by HIPAA.  

This Notice of Privacy Practices is effective on ___________  

We are bound to abide by the terms of this notice and reserve the right to make revisions to this policy. Should 
revisions be made, you will be notified in writing, and a copy of the revised policy will be made available at your 
request.  

You will be asked to sign a consent form authorizing us to use and disclose your personal health information only 
for the following purposes, as defined under the Act:  

• Treatment means the provision, coordination, or management of health care and related services by one or more 
healthcare providers, including the coordination or management of health care by a healthcare provider with a third 
party; consultation between healthcare providers relating to a patient; or the referral of a patient for health care from 
one healthcare provider to another. An example of this would be a dentist referral to an orthodontist.  

• Payment means obtaining reimbursement for the provision of health care; determinations of eligibility or coverage; 
billing; claims management; collection activities; justification of charges; and disclosure to consumer reporting 
agencies; protected health information relating to the collection of reimbursements (only certain information may be 
disclosed). An example of this would be submitting your bill for health care services to your insurance company.  

• Health care operations are any activity related to covered functions in which we participate in the function of our 
offices, such as conducting quality assessment activities; protocol development; case management and care 
coordination; auditing functions; business management and general administrative activities, including 
implementation of this regulation; customer service evaluations; resolution of grievances; fundraising; and 
marketing for which an authorization is not required. An example of this would be evaluation customer service 
given to patients.  

• As Otherwise Permitted by Law means where state and federal law allows us to use and disclose your health 
information without your permission for certain purposes, including: Law Enforcement, Public Health, Judicial or 
Administrative Proceedings, National Security, Coroner or Funeral Activities, Research (with strict limitations), 
Abuse Reporting, Correctional Facilities, Health Care Oversight, When Required By Law, Workers Compensation, 
Health or Safety Activities, Patient Directories, Family Members or Others Involved in your care (with limitations.) 
We may, without prior consent use or disclose your personal health information to carry out treatment, payment, 
health care activities or as otherwise permitted by law.  

• Directly to you at your request;  

• In an emergency treatment situation, if we attempt to obtain such consent as soon as reasonably practicable after 
the delivery of such treatment, if we are required by law to treat you and attempts to obtain consent are unsuccessful, 
or if we attempt to obtain consent but are unable, due to barriers of communication, but we determine in our 
professional opinion that treatment is, clearly inferred from the circumstances  



• Pursuant to and in compliance with an authorization signed by you; and  

• Provided that you are informed in advance of the use and disclosure and have the opportunity to agree to or 
prohibit or restrict the use or disclosure. This may be an oral agreement between us and may include a directory 
maintained at our facility containing specific information allowed by this Act. We may de-identify your personal 
health information by using codes or removing all individually identifiable health information.  

All other uses and disclosures will be made only upon securing a written authorization form signed by you. You 
have the right to revoke this authorization, at any time, upon written notice and we will abide by that request. 
However, exception would be any actions already taken, relying on your authorization, prior to revocation notice. 
We may contact you to provide appointment reminders or to inform you about treatment alternatives or other health 
related benefits or services that may be of interest to you. We may also contact you for fundraising purposes.  

Under HIPAA, you have the following rights with respect to your protected health information:  

• You have the right to request restrictions on certain uses and disclosures of protected health information, including 
restrictions placed upon disclosure to family members, close personal friends, or any other person you may identify. 
We are, however, not required to agree with a requested restriction;  

• You have the right to receive confidential communications of your protected health information, either directly 
from us or from us or by alternative means or from alternative locations;  

• You have the right to inspect and copy your protected health information;  

• You have the right to amend protected health information, however, this request may be denied under certain 
circumstances;  

• You have the right to receive an accounting of disclosures of your protected health information, made by us in the 
six years prior to the date of the accounting request; and  

• You have the right to obtain a paper copy of this notice from us, even if you have already agreed to receive the 
notice electronically  

I, __________________________, have had HIPAA explained to me and a copy of Dr.Ali’s “Notice of Private 
Practices” has been made available to me.  

 

 


