


10330 Donner Pass Rd, STE A
Truckee, CA 96161 

702-212-9622

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE 

________ _, have been advised of the Privacy Policies of the office and understand that I have 

the right to request a copy of the Notice of Privacy Practices. 

Notice of our Privacy Practices is also available at www.tahoedentalartistry.com

CONSENT FOR TREATMENT 

•• I hereby authorize the doctor or designated staff to take x-rays, study models, photographs, and other

diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of

dental needs.------------

(Patient's Name) 

• Upon such diagnosis, I authorize the doctor to perform all recommended treatment mutually agreed

upon by me and to employ such assistance as required to provide proper care.

••• I agree to the use of anesthetics, sedatives and other medication as necessary. I fully understand that

using anesthetic agents embodies certain risks. I understand that I can ask for a complete recital of any 

possible complications. 

• I give consent to the doctor's or designated staff's use and disclosure of any oral, written or electronic

health records that are individually identifiable as mine for the purpose of carrying out my treatment,

payment and health care operations. I understand that only the minimum amount of information

necessary to provide quality care will be used or disclosed and that a notice fully outlining the

protection of my personal health information is available.

• I give Dr. Reid's office permission to forward any and all x-rays to a referring doctor when necessary.

Patient Signature ___________ _ Date ----------------

Witness Signature ____________ _ Date _______________ _ 

Parent/Guardian Signature _________ _ Relationship to Patient _________ _ 



FINANCIAL POLICY 

10330 Donner Pass Rd, STE A

Truckee, CA 96161 

703-212-9622

Dental treatment has been proven to be directly linked to the individual's overall medical and psychological well 

being. We make every effort to remove financial considerations as an obstacle for this important health services. 

PAYMENT INFORMATION 

Patients are responsible for payment at the time of services. 

If you need to make other financial arrangements with our office we are always ready to work with you. 

Our office will be more than happy to complete your insurance claims and submit them to your Insurance Company. 

The claim reimbursement and /or explanation of benefits will be sent directly to the subscriber of the insurance policy. 

FINANCE CHARGES AND COLLECTION ISSUES 

A monthly interest rate of 1.5% will be applied to any unpaid balance, regardless of pending insurance after 30 days. 

If a balance is in default and more forcible or thorough means are deemed necessary to collect, the undersigned agrees 

to pay, in addition to the total balance due and all applicable finance charges, all third party collection company fees, 

and /or attorney's fees of up to an additional 50% of the total balance outstanding at the time this matter is turned over 

to a collection company and /or attorney for collections; in addition to these fees, and all court costs, filing fees, 

processing fees and the like. 

I agree to be responsible for payment of all services rendered on my behalf or my dependents. I understand that 

payment is due at the time of service unless other arrangements have been made in writhing prior to treatment. 

If required, I also understand a check of my credit history may be required. 
• Any returned checks from the bank are subject to a $35.00 dollar charge.

BROKEN APPOINTMENTS 

Your appointment time is reserved exclusively for you. We strive to keep on time for all of our clients. If we are running 
behind we will try and call you ahead of time. We ask if you have any changes with your appointment you would notify 

us. We require 48 hours' notice to avoid broken appointment fee of $50.00 per½ hour. 

Patient Signature ____________ _ Date _______________ _

Witness Signature ____________ _ Date _______________ _

Parent/Guardian Signature _________ _ Relationship to Patient __________ _ 




