




CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION
FOR THE PRACTICE OF CHAP~ES L. BARBER, D.l\-1.D.

SECTION A: PATIENT GIVING CONSENT

Print Name: ---------------------

SECTION B: TO THE PATIENT - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information
to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign
the Consent. Our Notice provides a description of our treatment, payment activities and healthcare operations, of the uses
and disclosures we may make of your protected health information, and of other important matters about your protected
health information, Our Notice is posted. You may request a copy of our Notice of Privacy Practices including any
revisions at any time by contacting:

Contact Person:
Mailing Address:

Donna Kleemook
6114 Steubenville PL1ce,

Phone: 412-788-1911 Fax: 412-788-1911
McKees Rocks, PA 15136

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our
privacy practices, we will issue a revised Notice Of Privacy Practices, which will contain the changes. Those changes may
apply to any of your protected health information that we maintain.

Right to Revoke: You Will have the right to revoke this Consent at any time by giving us written notice of your revocation
submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action
we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue
treating you if you revoke this Consent.

Signature:
I have had full opportunity to read and consider the contents of the Consent form and your Notice of Privacy Practices. I
understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my protected health
information to carry out treatment, payment activities, and health care operations.

Si2Ded: Dated:-:---::-:-~-:------------
If this Consent is signed by a representative on behalf of the patient complete the following:

Representative's Name: Relationship to Patient _

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
You may refuse to sign this acknowledgement

I have read and am aware that I may receive a copy if I so desire of this office's Notice of Privacy Practices.

Signed: _ Dated: _

i

For Office Use:
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could
not be obtained because:
___ Individual refused to sign Communications barrier __ An emergency situation Other

Explanation~ _





CHARLES L. BARBER, DMD 6114 Steubenville Pike
Robinson Township
McKees Rocks, PA 15136

Dear Patients:

Please take a few minutes to read over our office financial policy and initial each item in the
left-hand margin area. Upon completion, please sign.

Cash Patients/Patients Paying from a Fee Schedule

__ 1. Our office is a fee for service office. As treatment is rendered, payment is to be
made. There are no exceptions. If you desire and with credit approval, you may have
your entire treatment plan funded at 0% interest with monthly payments. Applications
may be obtained from the office staff.

Participating Insurance Plans

2. Our office will submit the completed treatment to your insurance company. All
unpaid balances (deductible, co-insurance, etc.) are the patient's responsibility.
Payment must be made to our office within 30 days to avoid a finance charge. All
'unpaid balances after 90 days will be submitted for collection.

Non-Participating Insurance Plans

__ 3. Our office will submit the completed treatment to your insurance company; yet to
minimize or avoid billing the following percentages of the cost of your treatment will be paid
at the time of service: Crown, Bridges, Partials and Dentures > /CJiJ ~J

Funding is available to all patients for any type of dental work with credit approval.

I have read and agree to the above guidelines.

Patient signature Date

Office Manager Signature Date

Please see other side.
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