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I have read the above questions and understand them. I will not hold my dentist or any member of 
I

I will notify my dentist of any changes in my medical or dental health. 









Acknowledgement of Privacy Practices 

North Creek Dental Care 
Donald A. Koontz, DDS 
Nicholas J. Conley, DDS 

12812 B 3rd Ave. SE  
Everett, WA 98208  

(425) 745-3766

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

• Provide and coordinate my treatment among multiple health care providers who may be involved in
that treatment directly and indirectly.

• Obtain payment from third-party payers for my health care services.

• Conduct normal health care operations such as quality assessment and improvement activities.

I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my protected health information. I have been given the right 
to review and receive a copy of such Notice of Privacy Practices. I understand that my dental provider 
has the right to change the Notice of Privacy practices and that I may contact this office at the address 
above to obtain a current copy of the Notice of Privacy Practices. 

I understand that I may request in writing that you restrict how my private information is used and 
disclosed to carry out treatment, payment or health care operations and I understand that 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: ___________________________________________________ Date: ________________ 

Signature: ____________________________________________________________________________ 

Relationship to Patient: _________________________________________________________________ 

Dependent family members also covered by this acknowledgment: ______________________________ 

_____________________________________________________________________________________ 

Additional Disclosure Authority: 

Any member of my immediate family: Yes____ No____  

Spouse only: Yes ____No____  

Other: Yes____ No ____ Specify___________________________________________ 



 

 

Donald A. Koontz, DDS 
12812 3rd Ave SE, Suite B  Everett, WA  98208 

 
Financial and Cancellation Policy 

 
We are committed to providing you with the best possible care.  Our fees reflect our 
professional commitment to excellence.  If you have insurance, we’re happy to help you receive 
your maximum allowable benefits.  To achieve these goals, we need your assistance and your 
understanding of our financial policy.   
 
Financial Policy:  North Creek Dental Care is happy to partner with our patients who have 
dental insurance by billing the insurance for you.  However, it is your responsibility to inform us 
when your policy changes so we can bill the correct carrier.  We ask that you are familiar with 
your dental  policy and your dental benefits, please call your insurance company if you have 
questions about your dental benefits. Please understand that our responsibility is to provide 
superior dental care and treatment that meets your dental needs. 
 
Our front desk staff wants to assist you in obtaining the maximum benefits specified in your 
contract.  It is important that you understand the following: 
 

• Your insurance benefit is a contract between you and the insurance company, we are not 
party to that contract.  We will file your claims as a courtesy to you. 

• Not all recommended services are covered benefits by your insurance. 
• You are responsible for all fees for services rendered to you, not your insurance 

company. 
• Upon request a pre-determination of dental benefits can be provided to you. 
• Estimated patient portions are due at the time of service. These estimates are based on 

the outline given by your insurance plan. There is no guarantee of payment from your 
insurance plan until the claim is processed.  

• A finance charge of 18% APR will be applied to any account balance 90 days or older.   
 
Cancellation Policy:  When you schedule an appointment, we reserve a specific amount of 
time especially for you and we trust you to be responsible for remembering and keeping your 
appointment. As a courtesy, we will do our best to confirm your appointment with our first 
reminder 7 days prior to your scheduled appointment. Please be sure we have your correct 
phone number and email address.  We understand that schedules change, and emergencies 
happen and ask for as much notice as possible.  If you are unable to keep your scheduled 
appointment, we respectfully request a two-business day notice to cancel or change an 
appointment to avoid a broken/missed appointment fee of $50.00 fee for the first hour and 
$25.00 subsequent hour.  Failed appointments or “No-Show” appointments will also result in a 
broken/missed appointment fee.   
 
 
 
___________________________________________________ 
Patient Signature 
 
 
___________________________________________________    ___________________ 
Patient Name        Date 


