




 
¹Subject to credit approval 
²If we do not receive payment from your insurance carrier within 60 days, you will be responsible for payment of your treatment fees and 
collection of your benefits directly from your insurance carrier. 
 

 
 

Patient Payment Policy 

Thank you for choosing Triple Crown Dentistry PLLC. Our primary mission is to deliver the best and most 
comprehensive dental care available. An important part of this mission is making the cost of optimal care 
as easy and manageable for our patients and possible by offering several payment options.  

Payment Options: 

We accept the following forms of payment: 

 Cash   Check   MasterCard  Visa 
Discover Card  American Express CareCredit  LendingClub 

   
Please note: 
For patients with dental insurance we will work with your carrier to maximize your benefits and directly bill 
them for your treatment; however, estimates given at time of treatment are subject to your insurance 
carrier’s review and are not a guarantee of payment. ² You will be responsible for any co-
pays/deductibles which are due at time of service & any amount not covered by your insurance. 

For appointments lasting 2 hours or longer, a 25% deposit is required to reserve your 
appointment time. The deposit will be applied to your cost of the procedure(s) once service has 
been rendered. 

A fee of $30.00 will be assessed for patients who miss/cancel more than 2 times without 24-hour 
notice. For patients who do not call to reschedule/cancel an appointment, a $50 No Show fee will 
be applied to their account. 

We reserve the right to charge credit cards on file for delinquent accounts over 60 days. 

Triple Crown Dentistry PLLC charges $25 for returned checks. 

If you have any questions, please do not hesitate to ask.    

 
            
Patient, Parent or Guardian Signature    Date 

            
Patient Name (Please Print) 



 

 

                                           PATIENT HIPAA CONSENT FORM  
 

I understand that I have certain rights to privacy regarding my protected health information. These 
rights are given to me under the Health Insurance Portability and Accountability Act of 1996 
(HIPAA). I understand that by signing this consent I authorize you to use and disclose my protected 
health information to carry out:  

• Treatment (including direct or indirect treatment by other healthcare providers involved in my 
treatment);  

• Obtaining payment from third party payers (example: my insurance company);  
• The day-to-day healthcare operations of your practice.  

 
I have also been informed of and given the right to review and secure a copy of your Notice of 
Privacy Practices, which contains a more complete description of the uses and disclosures of my 
protected health information and my rights under HIPAA. I understand that you reserve the right to 
change the terms of this notice from time to time and that I may contact you at any time to obtain the 
most current copy of this notice. 
  
I understand that I have the right to request restrictions on how my protected health information is 
used and disclosed to carry out treatment, payment and health care operations, but that you are not 
required to agree to these requested restrictions. However, if you do agree, you are then bound to 
comply with this restriction.  
 
I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure 
that occurred prior to the date I revoke this consent is not affected.  
 
Date: _______________________________________________ 
 
Print Patient Name: ____________________________________  
 
Signature: ___________________________________________  
 
 

Practice Name: Triple Crown Dentistry PLLC 
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