HANDSMAN & HADDAD PERIODONTICS P.C.
BENEFIT CONSENT/PHI RELEASE

All services provided to you as a patient of HANDSMAN & HADDAD PERIODONTICS P.C. are payable at
time of service and are the sole responsibility of you “the patient” and/or guarantor of “your children”.

As a courtesy for patients with private paid insurance, the PROVIDER will file with your insurance
company. Please be advised that dental care plan benefits vary greatly by employer, by insurer, and by
plan type. Therefore, certain services may be denied by vour plan as “non-covered”, but you are still
financially responsible. You are also responsible for payment of all plan deductibles, co-payments, co-
insurance and any other non-covered services. Plan co-pay will be collected at “time-of-service” and
credited to your account against the charges for the services rendered. After your insurance company
has either paid or denied payment on your charges, an invoice for the balance due less the co-pay, if
applicabie, will be sent to you.

Therefore, | understand and agree with the statement above that the liability for the payment for services
provided to me and my family is my sole responsibility. Should my insurance plan not reimburse the
PROVIDER in full, | will personally and fully be responsible for any and all remaining payment. Past due
accounts may be subject to interest fees, as well as attorney/collection fees.

PHI RELEASE AUTHORIZATION FORM

The Health Insurance Portability & Accountability Act of 1966 {HIPAA) is a federal program that requires
all medical records and other individually identifiable health information used or disclosed by us in any
form, whether electronically, on paper or orally be kept confidential. A copy of this is available to you at
your request.

Please list authorized person(s) with whom we may discuss your Protected Health Information {PHI) in
addition to custodial parents and legal guardians:

Name(s)

| understand and agree to above consents.

Your name:

Your signature: Date:






