

Appointment and Scheduling Guidelines
	Our practice is dedicated to quality care and exceptional service.  We respect the importance of your time and work very hard to schedule appointments to accommodate the busy scheduling needs of all of our patients.  In return, we ask that patients make every effort not to change reserved dental appointments.  Broken and missed appointments create scheduling problems for other patients as well as the practice.  If you find that you must change your appointment, we require a minimum of 1 business day notice so that we may accommodate another patient.  A charge of $35.00 will be applied for broken and missed appointments without 1 business day notice.  Thank you for your cooperation in this matter.
Financial Agreement
To patient, parent or guardian,
	If you have insurance…we will gladly process your claim, but we require you pay your estimated portion in full when services are rendered.  If the insurance company has not responded within 60 days, you will be responsible to pay the balance.  We offer several methods of payment including cash, check, Visa, Master Card and Care Credit.  We reserve the right to refuse checks drawn on banks that do not verify funds, for example, Regions.  What we collect on the day of service is only the estimated portion.  Often, once insurance pays, there is an additional balance in which we will bill you.  For example, if the insurance salesperson states you get a “free” cleaning, it is only “free” if the insurance company pays all of what is charged.  Everyone does not need the same kind of cleaning.  The American Dental Association states that 3 out of 4 people have some form of periodontal disease and periodontal procedures are typically covered at 50-80% of the allowable charge.
	I understand that I am financially and legally responsible for charges not covered by any third party.  I further agree that should this account become delinquent and require collection efforts, I will pay in addition to the principle balance due, collection agency fees of 30 % in the event that my delinquent account is placed with a collection agency for action.  In the event that I fail to pay the balance owing on my account within 60 days after said account is placed with a collection agency, I further agree to pay reasonable attorney’s fees of 33 % of all sums outstanding including collection agency fees set forth hereinabove.  My account will bear interest at the maximum rate allowed by law from and after the date services were rendered.  I will also pay all court costs incurred in the collection of this account.

Signature:____________________________________________________________________________
Date:______________________________________________________________________________
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    Please list all people that have your consent to receive financial and/or treatment information. If a minor please list all p eople that are allowed to  bring patient to their appointment   ______________________________________________________________________________________________________________   ______________________________________________________________________________________________________________   __________________________________ ______________________________________________________________________________        Do you have a problem with dry mouth?     Yes__No__      Do you have sensitive teeth?     Hot__Cold__Pressure__Sweets__      Do you have sore or bleeding gum?       Yes__No__      How often do you brus h?___________Floss?___________      Would you like to keep all of your teeth for all of your life?   Yes__No__      Are you satisfied with your teeth’s appearance?     Yes__No__      Would you like for your teeth to be whiter?     Yes__No__      Please inform Dr. Cole if you are taki ng or have ever taken Bisphosphonates for osteoporosis, multiple myeloma  or other cancers (Reclast, Fosamax, Actonel, Boniva, Aredia, Zomeda)      For women only , if you are using oral contraceptives , it is important that you understand that antibiotics (and  so me other medications) may interfere with the effectiveness of oral  contraceptives .  Therefore, you will need  to use mechanical forms of birth control for one complete cycle of birth control pills, after the course of  antibiotics or other medication is comp leted.  Please consult your physician for further guidance.                   Patient/Guardian Signature__________________________________________________________________ Date___________________________  
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  601 - 845 - 6357   *You may refuse to sign this acknowledgement*       I have received a copy of Cole Family Dentistry, Inc. Notice of Privacy Practices.      Print Name: _______________________   Signature:  ________________________   Date: ___________________________       We attempted to obtain written acknowledgement of recipient of our Notice of Privacy Practices, but  the acknowledgement   could not be obtained because:      Individu al refused to sign       Communications barriers prohibited obtaining the acknowledgement       An emergency situation prevented us from obtaining acknowledgement       Other                 ______________________________________________________________________________     ______________________________________________________________________________  

             For Office Use Only    


