




Notice of Privacy Practice Acknowledgement 
 

John A. Guerrieri, DDS, PLLC 
2100 Walworth-Penfield Road 

Walworth, NY  14568 
 
 

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

• Conduct, plan and direct my treatment and follow-up among the multiple 
healthcare providers who may be involved in that treatment directly and indirectly 

• Obtain payment from third-party payers 
• Conduct normal healthcare operations such as quality assessments and physicians 

certifications 
 
I acknowledge that I have received your Notice of Privacy Practices containing more 
complete description of the use and disclosure of my health information.  I understand 
that this organization has the right to change its Notice of Privacy Practices from time to 
time and that I may contact this organization at any time 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 or disclosed to carry out treatment, payment or health care operations.  I also 
understand you are not required to agree to my requested restrictions, but if you do agree 
then you are bound to abide such restriction. 
 
 

Patient Name: ____________________________________   
 
Relationship to Patient: _____________________________   
 
Signature: _______________________________________  
 
Date: ___________________________________________  
 
 

(Office Use Only) 
 

I attempted to obtain the patient’s signature in acknowledgement on this Notice of 
Privacy Practices Acknowledgement, but was unable to do so as documented below: 
 
Date Initials Reason 
   
 

 
 



 

 

 

FINANCIAL and CANCELLATION POLICIES 

 
Financial Policy 
All Payments / Co-Payments are due the day service is provided. Our office accepts cash, personal 
checks, Discover, Visa, Mastercard as well as Flexible spending and beneversal cards. For charges of 
$500 or greater, a 5% courtesy will be extended for full cash or check payment in ADVANCE of 
treatment date. Outside financing with 0% interest is available upon request and approval.  If you would 
like more information regarding these financing plans please ask. 

Your insurance is a contract between you and your insurance company. As a courtesy we will provide 
you with an estimate of coverage and will submit all insurance claims to your insurance provider for you. 
All charges you incur are your responsibility regardless of insurance coverage.  If payment is not received 
after 60 days or if insurance claim is denied by your insurance company, you will be responsible for 
paying the full amount. 

Should the fees for professional services not be paid in accordance with the provisions herein finance 
charges can and will be applied to all past due amounts. If the account is in default and turned over to 
collection, reasonable attorney’s fees, plus applicable finance charges and disbursements, allowances 
and costs provided by law shall be included in the computation of the amount due. 

Returned checks will be subject to a $25 bank fee. We retain the right to refuse checks as payment. 

Cancellation Policy 
As a courtesy to other patients our office must be given at least a 24 hour notice if you need to cancel 
or reschedule any appointment. If a 24 hour notice is not given you will be charged $50 for every hour 
that was scheduled. We may also request full payment prior to reserving future time in our schedule. 
Our office holds the right to remove any appointment from our schedule. 
 
Authorization and Release 
I certify that I have read, understand and agree to the above information to the best of my knowledge.  I 
authorize the dentist to release any information including the diagnosis and records of any treatment or 
examine rendered to me or my child during the period of such Dental care to third party payers and/or 
health practitioners. I authorize and request my insurance company to pay directly to the dentist or 
dental group insurance benefits otherwise payable to me.  I understand that my dental insurance carrier 
may pay less than the actual bill for service.  I agree to be responsible for payment of all services 
rendered on my behalf or my dependents.  If your account becomes delinquent and is sent to collection 
you will be responsible for all service, collections and attorney fees.  
 
_________________________           ______________           ___________________________________ 
           Patients Signature    Date          Signature & Date of Guarantor, if a Minor 
 

_________________________                     ____________________________________ 
          Print Patients Name      Print Name of Guarantor, if a Minor 
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