ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

** You may refuse to sign this acknowledgement **

I, , have reviewed and/or received a copy of this office’s
Notice of Privacy Practices.

(Please print name)

(Signature)

(Date)

I give my permission for Cary Family Dental to speak to the following individuals in
regards to my treatment:

1. 2. 3.

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:

Individual refused to sign
Communication barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement
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—Y 7 Family Dental
102 Fountain Brook Circle, Suite A
Cary, NC 27511  919-460-6884

Easy Pay Consent

To provide you with the best service possible, we require patients to pay any
outstanding balance and/or issue any credit back after your insurance has paid.
Please complete the form below:

I authorize CARY FAMILY DENTAL to keep my signature on file and to charge
and/or credit my credit card account for:

o Balance of charges not paid by insurance within 60 days and
not to exceed $50.00. We will call on all balances over
$50.00 for authorization before charging your credit card.

o Any overpayment on the account will be refunded to the
same credit card I use for payment.

I assign my insurance benefits to the provider listed above. I understand this
agreement is my commitment for payment unless I cancel the authorization
through written notice to Cary Family Dental and provide alternative payment
arrangements. I understand that this credit card information will be kept highly
confidential.

Patient Name:

Cardholder Name:

Account Number:

Expiration Date:

Cardholder Signature:

Date



