
Date:___________________ 

Consent for Services and Payment Agreement 

I understand and agree that payment in full must be made at the time dental services are received 
unless a payment arrangement has been made prior to treatment. As a courtesy, Parkway Dental 
shall assist me in the preparation and submission of my dental insurance claims, but I understand 
that I am personally responsible for payment. 

I agree to the value for the services provided, unless I object to the same when the services are 
provided or within thirty (30) days of receiving the services if a payment agreement is in effect. I 
agree that a waiver of any condition of payment shall not constitute a waiver of any other or future 
condition. 

I understand, and by signing below, acknowledge, that I am financially responsible to pay for the 
goods and/or services provided to me by Parkway Dental. If payment is not made at the time of 
service, or as otherwise agreed, I agree to pay any and all additional collection agency fees and/or 
commissions, which might be as much as 40% of the principal balance due, as well as attorney fees 
and court costs. Parkway Dental or its assignee has my permission to telephone me at my residence 
or place of employment to discuss matters pertaining to my account. 
 

Financial Policy 

Please be advised that payment is due at the time of service. As methods of payment, we accept 
cash, personal checks, or major credit cards (Mastercard, Visa, Discover, or American Express). If 
you are covered by insurance, Parkway Dental will gladly bill your insurance company as a courtesy. 
The amount you are responsible for at the time of service is just an estimate. If the insurance 
company fails to pay that portion, then you are responsible for the remaining balance.  You are 
responsible for consulting with your insurance company to verify your coverage and what 
allowances and restrictions are contained in your plan. 
 

Missed Appointment Policy 

When an appointment is scheduled, we commit a time slot to provide you with quality service. 
Parkway Dental needs 24 hours notice for cancellations of any appointment. If you miss your 
appointment without providing 24 hours notice, a missed appointment fee of $50.00 will be charged 
to your account. Payment of this fee will be required before the office can provide further service. 
Also, should you arrive late, you risk forfeiture of your appointment and will be assessed a fee. 

I have read and understand the Consent for Services and Payment Agreement, Financial Policy, 
and Missed Appointment Policy of Parkway Dental. I have read the above conditions of treatment 
and payment and agree to their content. 

Signature:_____________________________________________ 



ACKNOWLEDGEMENT OF RECEIPT OF

  

NOTICE OF PRIVACY PRACTICES
* YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGMENT *

 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAA"),
I have certain rights to privacy regarding my protected health information.  I understand that this
information can and will be used to:

 

 

 

 • Conduct, plan, and direct my treatment and follow-up among the multiple healthcare
        providers who may be involved in that treatment directly and indirectly. 

 • Obtain payment for services rendered, including from third-party payers.
      • Conduct normal healthcare operations. 

I have received, read and understand your Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information. I understand that this organization 
has the right to change it Notice of Privacy practices from time to time and that I may contact this 
organization at any time to obtain a current copy of the Notice of PrivatePractices. 

I understand that I may request in writing that you restrict how my private information is used or 
disclosed to carry out treatment, payment or health care operations. I also understand you are not 
required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

 

Patient Name: ______________________________________________

 Signature: ______________________________________________

 Date: 

For O�ce Use Only

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 barriers prohibited obtaining the acknowledgement

 



 

 An emergency situation prevented us from obtaining acknowledgement

 



 

 Other (Please Specify) ______________________________________________________

DRS. DAVID K. ARTHUR & DORR W. HANSON

______________________________________________

 Relationship to Patient: ______________________________________________

Date:  Initials:
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A
cce

ss.
  

Yo
u

 h
ave th

e righ
t to

 lo
o

k
 

at o
r get co

p
ies o

f yo
u

r 
h

ealth
 in

fo
rm

atio
n

, w
ith

 lim
ited

 excep
tio

n
s.  Yo

u
 m

u
st 

m
ake th

e req
u

est in
 w

ritin
g.  Yo

u
 m

ay o
b

tain
 a

 
fo

rm
 to

 
req

u
est access b

y u
sin

g th
e co

n
tact in

fo
rm

atio
n

 listed
 at th

e 
en

d
 o

f th
is N

o
tice.  Yo

u
 m

ay also
 re

q
u

est access b
y sen

d
in

g 
u

s a letter to
 th

e ad
d

ress at th
e en

d
 o

f
 

th
is N

o
tice.  Yo

u
 m

ay 
also

 req
u

est access b
y sen

d
in

g u
s a letter

 
to

 th
e ad

d
ress

 
at 

th
e en

d
 o

f th
is N

o
tice.  If yo

u
 req

u
e

st in
fo

rm
atio

n
 th

at w
e 

m
ain

tain
 o

n
 p

ap
er, w

e m
ay p

ro
vid

e p
h

o
to

co
p

ies.  If yo
u

 
req

u
est in

fo
rm

atio
n

 th
at w

e m
ain

tain
 electro

n
ically, yo

u
 

h
ave th

e righ
t to

 an
 electro

n
ic co

p
y.  W

e w
ill u

se th
e fo

rm
 

an
d

 fo
rm

at yo
u

 req
u

est if read
ily p

ro
d

u
cib

le.  W
e w

ill 
ch

arge yo
u

 a reaso
n

ab
le co

st-b
ased

 fee fo
r th

e co
st o

f 
su

p
p

lies an
d

 lab
o

r o
f co

p
yin

g, an
d

 fo
r p

o
stage if yo

u
 w

an
t 

co
p

ies m
ailed

 to
 yo

u
.  C

o
n

tact u
s u

sin
g th

e in
fo

rm
atio

n
 

listed
 at th

e en
d

 o
f th

is N
o

tice fo
r an

 exp
lan

atio
n

 o
f o

u
r fee 

stru
ctu

re. 
 If yo

u
 are d

en
ied

 a re
q

u
est fo

r access, yo
u

 h
ave th

e righ
t to

 
h

ave th
e d

en
ial review

ed
 in

 acco
rd

an
ce w

ith
 th

e 
req

u
irem

en
ts o

f ap
p

licab
le law

. 
 D

isclo
su

re
 A

cco
u

n
tin

g.  W
ith

 th
e excep

tio
n

 o
f certain

 
d

isclo
su

res, yo
u

 h
ave th

e righ
t to

 receive an
 acco

u
n

tin
g o

f 
d

isclo
su

res o
f yo

u
r h

ealth
 in

fo
rm

atio
n

 in
 acco

rd
an

ce w
ith

 
ap

p
licab

le law
s an

d
 regu

latio
n

s.  To
 req

u
est an

 acco
u

n
tin

g 
o

f d
isclo

su
res o

f yo
u

r h
ealth

 in
fo

rm
atio

n
, yo

u
 m

u
st su

b
m

it 
yo

u
r req

u
est in

 w
ritin

g to
 th

e P
rivacy O

fficial.  If yo
u

 req
u

est 
th

is acco
u

n
tin

g m
o

re th
an

 o
n

ce in
 a 1

2
-m

o
n

th
 p

erio
d

, w
e 

m
ay ch

arge yo
u

 a reaso
n

ab
le, co

st-b
ased

 fee fo
r resp

o
n

d
in

g 
to

 th
e ad

d
itio

n
al req

u
ests. 

 R
igh

t to
 R

e
q

u
e

st a R
e

strictio
n

.  Yo
u

 h
ave th

e righ
t to

 
req

u
est ad

d
itio

n
al restrictio

n
s o

n
 o

u
r u

se o
r d

isclo
su

re o
f 

yo
u

r P
H

I b
y su

b
m

ittin
g a w

ritten
 req

u
est to

 th
e P

rivacy 
O

fficial.  Yo
u

r w
ritten

 req
u

est m
u

st in
clu

d
e (1

) w
h

at 
in

fo
rm

atio
n

 yo
u

 w
an

t to
 lim

it, (2
) w

h
eth

er yo
u

 w
an

t to
 lim

it 
o

u
r u

se, d
isclo

su
re, o

r b
o

th
, an

d
 (3

) to
 w

h
o

m
 yo

u
 w

an
t th

e 
lim

its to
 ap

p
ly.  W

e are n
o

t req
u

ire
d

 to
 agree to

 yo
u

r 
req

u
est excep

t in
 th

e case w
h

ere th
e d

isclo
su

re is to
 a 

h
ealth

 p
lan

 fo
r p

u
rp

o
ses o

f carryin
g o

u
t p

aym
en

t o
r h

ealth
 

care o
p

eratio
n

s, an
d

 th
e in

fo
rm

atio
n

 p
ertain

s so
lely to

 a 
h

ealth
 care item

 o
r service fo

r w
h

ich
 yo

u
, o

r a p
erso

n
 o

n
 

yo
u

r b
eh

alf (o
th

er th
an

 th
e h

ealth
 p

lan
), h

as p
aid

 o
u

r 
p

ractice in
 fu

ll. 
 A

lte
rn

ative
 C

o
m

m
u

n
icatio

n
.  Yo

u
 h

ave th
e righ

t to
 req

u
est 

th
at w

e co
m

m
u

n
icate w

ith
 yo

u
 ab

o
u

t yo
u

r h
ealth

 
in

fo
rm

atio
n

 b
y altern

ative m
ean

s o
r at alterative lo

catio
n

s.  
Yo

u
 m

u
st m

ake yo
u

r req
u

est in
 w

ritin
g.  Yo

u
r req

u
est m

u
st 

sp
ecify th

e altern
ative m

ean
s o

r lo
catio

n
, an

d
 p

ro
vid

e 
satisfacto

ry exp
lan

atio
n

 o
f h

o
w

 p
aym

en
ts w

ill b
e h

an
d

led
 

u
n

d
er th

e altern
ative m

ean
s o

r lo
catio

n
 yo

u
 req

u
est. W

e 
w

ill acco
m

m
o

d
ate all reaso

n
ab

le re
q

u
ests.  H

o
w

ever, if w
e 

are u
n

ab
le to

 co
n

tact yo
u

 u
sin

g th
e

 w
ays o

r lo
catio

n
s yo

u
 

h
ave req

u
ested

 w
e m

ay co
n

tact yo
u

 u
sin

g th
e in

fo
rm

atio
n

 
w

e h
ave. 

 A
m

e
n

d
m

e
n

t.  Yo
u

 h
ave th

e righ
t to

 req
u

est th
at w

e am
en

d
 

yo
u

r h
ealth

 in
fo

rm
atio

n
.  Yo

u
r req

u
est m

u
st b

e in
 w

ritin
g, 

an
d

 it m
u

st exp
lain

 w
h

y th
e in

fo
rm

atio
n

 sh
o

u
ld

 b
e 

am
en

d
ed

.  W
e m

ay d
en

y yo
u

r req
u

est u
n

d
er certain

 
circu

m
stan

ces.  If w
e agree to

 yo
u

r req
u

est, w
e w

ill am
en

d
 

yo
u

r reco
rd

(s) an
d

 n
o

tify yo
u

 o
f su

ch
.  If w

e d
en

y yo
u

r 
req

u
est fo

r an
 am

en
d

m
en

t, w
e w

ill p
ro

vid
e yo

u
 w

ith
 a 

w
ritten

 exp
lan

atio
n

 o
f w

h
y w

e d
en

ied
 it an

d
 exp

lain
 yo

u
r 

righ
ts. 

R
igh

t to
 N

o
tificatio

n
 o

f a B
re

ach
.

  
Yo

u
 w

ill receive 
n

o
tificatio

n
s o

f b
reach

es o
f yo

u
r u

n
secu

red
 p

ro
tected

 h
ealth

 
in

fo
rm

atio
n

 as req
u

ired
 b

y law
.

 
 

Ele
ctro

n
ic N

o
tice

.
  

Yo
u

 m
ay receive a p

ap
er co

p
y o

f th
is 

N
o

tice u
p

o
n

 req
u

est, even
 if yo

u
 h

ave agreed
 to

 receive th
is 

N
o

tice electro
n

ically o
n

 o
u

r W
eb

 site o
r b

y electro
n

ic m
ai l

 
(e

-m
ail).

 
 

Q
u

estio
n

s an
d

 C
o

m
p

lain
ts

 
 

If yo
u

 w
an

t m
o

re in
fo

rm
atio

n
 ab

o
u

t o
u

r p
rivacy p

ractices o
r 

h
ave q

u
estio

n
s o

r co
n

cern
s, p

lease co
n

tact u
s.

 
 

If yo
u

 are co
n

cern
ed

 th
at w

e m
ay h

ave vio
lated

 yo
u

r p
rivacy 

righ
ts, o

r if yo
u

 d
isagree w

ith
 a d

ecisio
n

 w
e m

ad
e ab

o
u

t 
access to

 yo
u

r h
ealth

 in
fo

rm
atio

n
 o

r in
 resp

o
n

se to
 a req

u
est 

yo
u

 m
ad

e to
 am

en
d

 o
r restrict th

e u
se o

r d
isclo

su
re o

f yo
u

r 
h

ealth
 in

fo
rm

atio
n

 o
r to

 h
ave u

s co
m

m
u

n
icate w

ith
 yo

u
 b

y 
altern

ative m
ean

s o
r at altern

ative lo
catio

n
s, yo

u
 m

ay 
co

m
p

lain
 to

 u
s u

sin
g th

e co
n

tact in
fo

rm
atio

n
 listed

 at th
e 

en
d

 o
f th

is N
o

tice.  Yo
u

 also
 m

ay su
b

m
it a w

ritten
 co

m
p

lain
t 

to
 th

e U
.S. D

ep
artm

en
t o

f H
ealth

 an
d

 H
u

m
an

 Services.  W
e 

w
ill p

ro
vid

e yo
u

 w
ith

 th
e ad

d
ress to

 file yo
u

r co
m

p
lain

t w
ith

 
th

e U
.S. D

ep
artm

en
t o

f H
ealth

 an
d

 H
u

m
an

 Services u
p

o
n

 
req

u
est.

 
 

W
e su

p
p

o
rt yo

u
r righ

t to
 th

e p
rivacy o

f yo
u

r h
ealth

 
in

fo
rm

atio
n

.  W
e w

ill n
o

t retaliate in
 an

y w
ay if yo

u
 ch

o
o

se 
to

 file a co
m

p
lain

t w
ith

 u
s o

r w
ith

 th
e U

.S. D
ep

artm
en

t o
f 

H
ealth

 an
d

 H
u

m
an

 Services.
 

 

P
rivacy O

fficial N
am

e an
d

 C
o

n
tact In

fo
rm

atio
n

:
 

  

Eric H
all

 
4

8
 S. M
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 Street
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er, U
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4
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4
0

 
w

w
w

.p
arkw

ayd
en

talh
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er.co
m
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q
u

iries@
p
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