Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this acknowledgement and consent.  A copy of our notice is available to all patients.  We encourage you to read it carefully and completely before signing this consent.



*****Information may be released to the Following Family Members*****


Spouse _________________________________________________________ D.O.B. ________________


Mother _________________________________________________________D.O.B. ________________


Father __________________________________________________________D.O.B. ________________


Other __________________________________________________________ D.O.B. ________________
By signing this form, you acknowledge receipt of our notice of privacy practice and consent to our use and disclosure of your protected health information to carry out treatment, payment activities, & healthcare operations.  ____________________________          _______________
                        






       (Patient or Parent Signature if Minor)
                       (Date)


Fees & Payments:  An estimate of the charge for any procedure or surgery you may require will be given to you upon request.  Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. It is your responsibility to pay any deductible amount, co-insurance or any other balance not paid by your insurance company.

I hereby acknowledge that I am responsible for payment of services rendered by Oral & Maxillofacial Surgery Associates of Chester County, LTD. (Fredrick C. Disque, DMD, James F. Gustainis, DMD, Cynthia Trentacosti, DDS, MS, Amin Kazemi, DMD, MD) and I agree to pay for such services and if full payment is not made within (90) ninety days, I agree to pay any amounts incidental to payment for services (which included monthly interest which corresponds to 18% annual interest, the collection fee if my account goes to a collection agency and court costs if my account goes to court.)

I hereby authorize payment directly to Oral & Maxillofacial  Surgery Associates of Chester County, LTD. of the dental and/or medical benefits. ____________________________________________________________________         ____________________________________________
 (Patient or Parent Signature if Minor)





(Date)
