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Livonia Denta
Care

ACKNOWLEDGEMENT & CONSENT OF RECEIPT OF NOTICE
OF PRIVACY PRACTICES

**YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGEMENT**

Existing Michigan Law requires (in addition to our attempt to obtain your written
acknowledgement, discussed above) us to first obtain you written consent prior to disclosing any
of your information except for our disclosures in connection with: a defense to a claim
challenging our professional competence; a review entity's functions; a claim for payment of fees;
a third party payer's examination of our records; a court order as part of a criminal investigation;
an identification of a dead body; a licensure investigation; or a child abuse/neglect investigation.

I, (Patients' Name) , have been offered a copy of and
understand the scope of this office's Notice of Privacy Practices. I consent my information, which
you deem necessary in connection with my treatment. I understand that such disclosures may
no! be of the type listed above.

Patient Signature

Date

FOR OFFICE USE ONLY:
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

o Individual refused to sign

o Communications barriers prohibited obtaining the acknowledgement

o An emergency situation prevented us from obtaining acknowledgement

o Other (Please Specify)

INSURANCE AND FINANCIAL RESPONSIBILITY

I am responsible for the payment of the treatment that I receive at each visit. If I have dental
insurance I will disclose all necessary information and I will be responsible for any balance(s)
that will remain from my insurance. It should be understood, that the dental insurance contract
is between the insurance company and the patient, whom bears the ultimate financial
responsibility.

X Date



Primary Insurance
Person Responsible for Account ^__

Last Name

Relation to Patient Birthdate

Address (If different from patient's)

City

Person Responsible Employed by

Business Address

Insurance Company

Contract # Group #

Names of other dependents covered under this plan

First Name

Soc. Sec. #

Phone ( )

State Zip

Occupation __^_

Business Phone ( )

Subscriber #

Middle Initial

Additional Insurance
Is patient covered by additional insurance? D Yes D No

Subscriber Name Birthdate

Address (If different from patient's)

City

Subscriber Employed by

Insurance Company _

Contract # Group #_

Names of other dependents covered under this plan

Relation to Patient _

Phone ( )

State Zip

Business Phone (

Soc. Sec. #.

Subscriber #

Authorization
_and assign directly toI certify that 1, and/or my dependent(s), have insurance coverage with

Name of Insurance Cornpany(ics)
Dr. all insurance benefits, if any, otherwise payable to me for services rendered. I understand that
I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions.
The above-named dentist may use my health care information and may disclose such information to the above-named Insurance Company(ies)
and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related
services. This consent will end when my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent. Guardian or Personal Representative Relationship to Patient

Payment is due in full at time of treatment unless prior arrangements have been approved.


