Timothy P. Thomas, DDS, PC

You only get one first impression...How’s your smile?

Dear Patient,

We would like to extend a very warm welcome to our office and thank you for selecting us to care for
your dental health.

It is our purpose to provide each patient with the highest quality of dental care in a gentle, efficient, and
pleasant atmosphere. Our office is designed from the reception area to the care area with your family in
mind. We want our patients to grow up with healthy teeth, attractive smiles, and a positive attitude
toward dentistry. Our office staff and preventive philosophy will help achieve these goals for your
family.

Enclosed you will find beneficial information as well as several forms to complete, including a health
questionnaire, the Patient Acknowledgement and Consent (HIPPA Privacy Act), the Release of Dental
Information, and the Antibiotic Premedication Protocol forms. Please complete all forms with the
pertinent information and signatures. These forms are required for federal compliance and the American
Dental Association recommendations for all patients.

Prior to your first visit to our office, we would like to have the names and phone numbers of previous
dental providers (i.e. general practitioners, endodontists, oral surgeons, periodontists, and
temporomandibular joint specialists) so that we may obtain any prior records, especially recent
radiographs (within 2 years), so that we may better service your needs.

Generally, on your first visit, your medical and dental health will be assessed. You will be given a
thorough professional oral examination and necessary x-rays will be taken for diagnosis, followed by a
consultation of your dental needs. If you have an emergency dental problem requiring immediate
attention, it will be taken care of initially. We will also take the time to discuss treatment plans, their
significance, and costs, and financial arrangements will be made prior to servicing your dental needs.
‘“ ZC:
An estimate for the comprehensive professional exam and radiographs is $165 to $240 without dental
benefits.

Again, we welcome you to our practice. If we can help you in any way, please give us a call at your
convenience. Our team is looking forward to meeting you.

Sincerely,

Timothy P. Thomas, DDS

Timothy P. Thomas, DDS
TPT/mk

37799 Professional Center Drive, Suite 101 ® Livonia, MI 48154 ¢ (734) 464-2664

Email: info@timothythomasdds.com ® www.mylivoniasmiles.com
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Timothy P Thomas DDS, P C
37799 Professional Center Dr Ste 101  Livonia MI 48154 734-464-2664
Fax 734-464-4778
Email: info@timothythomasdds.com

“HIPAA” Patient Acknowledgement and Consent Form

Effective April 14, 2003, the new federal law known as the Health Insurance Portability and
Accountability Act of 1996 (“HIPAA”) requires that this office comply with certain rules regarding
the maintenance of the privacy of your information that we have collected and will collect in the
future.

To comply with one of HIPAA’s requirements, we are giving you a copy of our Notice of Privacy
Practices. This Notice of Privacy Practices contains the information that HIPAA requires us to
disclose regarding our privacy practices.

Existing Michigan Law requires (in addition to our attempt to obtain your written
acknowledgement, discussed above) us to first obtain your written consent prior to disclosing any of
your information except for our disclosures in connection with: a defense to a claim challenging our
professional competence; a review entity’s functions; a claim for payment of fees; a third party
payer’s examination of our records; a court order as part of a criminal investigation; an
identification of a dead body; a licensure investigation; or a child abuse/neglect investigation.

From time to time it may be necessary for us to make disclosure of your information in connection
with your treatment. For example, we may make a referral to or consult with another dentist or
other health care professional, provide a specimen to a laboratory for testing or otherwise make
disclosures of your information in connection with providing or coordinating your treatment.

Patient Acknowledgement

Please sign this form below under the heading “acknowledgement” to acknowledge that you have today received a copy of our notice
of privacy practices.

Patient Signature Patient Name (please print)
Date

For office use only. Patient refused to sign
The following circumstances prohibited the patient from signing the Acknowledgement:

Office personnel (signature) Office personnel (print name)
Date:

Patient Consent

Please sign this form below under the heading “Consent” to consent to our disclosures of your information that we deem necessary in
order to provide you with proper treatment,

I consent to your disclosures of my information, which you deem are necessary in
connection with my treatment. I understand that such disclosures may not be of the
type listed above.

Patient Signature Patient Name (please print)
Date:




Timothy P. Thomas, DDS, PC

You only get one first impression...How’s your smile?

Authorization for Release of Dental Information

I; , authorize and staff to release the
following dental information to Timothy P. Thomas, DDS, and staff.

(Please initial appropriate line)

o Any and all of my dental records (as of the date of this relcase and 2 years prior if applicable)

Any and all of my dental records except the following:

This release authorizes the transfer of a duplicate set of records accrued within the previous two years.
This release specifically allows the release of the following information (this information will not be
released unless the appropriate line is initialed):

Any record of treatment for Drug and/or Alcohol dependency or abuse
Any record of Mental Health Treatment

Any record of testing, care, treatment, reporting, or research pertaining to infection with HIV or
related diseases

Transfer to:  Timothy P. Thomas, DDS
37799 Professional Center Drive, Suite 101
Livonia, MI 48154
734-464-2664
info@timothythomasdds.com

Name of Patients to be transferred;

N

cINC NS

S/ Date
Patient/Legal Guardian of Patient

o P
Witness

37799 Professional Center Drive, Suite 101 ¢ Livonia, MI 48154 * (734) 464-2664

Email: info@timothythomasdds.com ® www.mylivoniasmiles.com



Timothy P. Thomas, DDS, PC

You only get one first impression...How’s your smile?

INSURANCE CLAIMS PROCESS

Our office is pleased that you have insurance benefits to help you with the cost of your dental care. We would like to
help you obtain the maximum use of these benefits. With this in mind, please read the information on our insurance
claims process so that we can work together to ensure this benefit.

DO YOU ACCEPT MY INSURANCE? HOW MUCH WILL THEY PAY?
As a courtesy, we file private care insurance (plans that do not require you to select a dentist from a list or require our
office to accept a reduced fee for services). This means that we work with thousands of companies. Although we can

maintain computerized histories of payment by a given company, they do change; therefore, it is impossible to give
you a guaranteed quote at the time of service. WE ESTIMATE YOUR PORTION BASED ON THE MOST UP-
TO-DATE INFORMATION WE HAVE, BUT IT IS ONLY AN ESTIMATE ON A NON-PAR STATUS.

I THOUGHT I PAID MY PORTION BUT I GOT A BILL. WHY?

We base the patient portion of your bill on our most current data, but there are many factors that can affect this
estimate. There may be a deductible (individual or family) or you may have received treatment in another office
prior to visiting our office, which is not calculated into our database. Sometimes you may need to see a specialist
for care, which also uses your annual benefit. Insurance companies do not (and cannot in most cases) notify us of
changes to your benefits, they only notify you. If these situations apply to you, please let us know when we estimate
your treatment plan so that we may adjust accordingly.

INSURANCE DIDN’T PAY. NOW WHAT?

We bill your insurance as a courtesy. If insurance does not pay within 90 days, we reserve the right to request
payment in full for services from you and let you collect the insurance funds that are due you. This is rare, but it is
important that you recognize the insurance you have is a legal contract between YOU and your insurance company.
Our office is not, and cannot be, a part of that legal contract. Ultimately, you are responsible for all charges incurred
in our office.

FINANCIAL OPTIONS

Our office does request payment in full for your estimated portion at the time of service. All accounts not paid in
full after 60 days will be charged a finance charge at a rate of 2% per month (24% per annum). If you are in need of
an extended option, please just ask one of the patient services staff for an application.

We welcome you to our family and look forward to helping you get the healthy, beautiful smile you've always

wanted. If there is anything we can do to make your visits here more pleasant, please don’t hesitate to ask one of our
staff members.

I have read, understand, and accept the terms of the above outlined policies for insurance handling and financial
commitments that I may incur as a result of treatment at your office, Timothy P. Thomas, DDS, PC.

Name: Date:

37799 Professional Center Drive, Suite 101 ® Livonia, MI 48154 ¢ (734) 464-2664

Email: info@timothythomasdds.com ® www.mylivoniasmiles.com



Timothy P. Thomas, DDS, PC

You only get one first impression...How’s your smile?

FINANCIAL MENU

We consider our relationship with you to be of primary importance and will always make our recommendations
based on what we believe is the very best treatment for you, regardless of your insurance coverage or financial
arrangements. For your comfort and convenience, we offer a wide range of financial options and welcome your
suggestions and questions.

A) Prepayment in Full (For treatment over $400)
A prepayment Bookkeeping Courtesy of 5% will be given for direct payment in full by cash or check before
or at the first treatment visitf (.5 'h/ch eck e ll gj)

B) Pre-Authorized Credit Card Agreement

With your permission and signature, we will charge your Visa, MasterCard, American Express, or Discover
with an agreed payment amount each month. This allows you to make monthly payments without applying
for additional credit.

C) Split Payment
1/3 of the total treatment is due at the preparation visit, the second 1/3 is due the day of cementation
of the crowns/bridges/veneers, and the final 1/3 on the 15th of the following month.

D) Pay as You Go
You may choose to pay your obligation for each visit with cash, check, or credit card at the visit.

E) CareCredit Plan
With fast approval over the phone from CareCredit, your payment can be much lower than those available
through our office. CareCredit specializes exclusively in helping patients with larger dental cases to receive
the treatment they want. CareCredit carries fixed rates and can extend terms out to 60 months. There is no
prepayment penalty. We will assist you in contacting them from our office.

F) Gradual Treatment Plan
FOR THOSE PATIENTS ON A LIMITED BUDGET. By prioritizing treatment, those patients who do

not have dental insurance or are on a tight budget can still complete their dental work by spreading
appointments over several months or years. This plan has interest that applies each month.

G) Senior Discount
Seniors 65 years young receive a 10% senior discount on payment of patient responsibility.

FORMS OF PAYMENT ON BALANCES DUE

In order to facilitate access to the very best health care possible, you may choose from any of the following: Cash,
Visa, MasterCard, American Express, Discover, Money Order, Personal Checks, or CareCredit Plan (see above).

I understand that if I become delinquent on my account, my account will be turned over to a collection agency, and
I will subsequently be reported to the credit bureaus. In case of total default, I promise to pay any collection costs
and attorney fees incurred to collect on this account.

[ certify that I have read, fully understand, and accept the above financial policy.

Signature: Date:

37799 Professional Center Drive, Suite 101 ¢ Livonia, MI 48154 ¢ (734) 464-2664

Email: info@timothythomasdds.com ¢ www.mylivoniasmiles.com



Timothy P. Thomas, DDS, PC

You only get one first impression...How’s your smile?

APPOINTMENT AGREEMENT

At Timothy P. Thomas, DDS, PC, we understand that your time is very valuable. We are constantly
striving to make your experience here more pleasant than any other place you have previously been.
Trying to accommodate every patient’s individual needs and work schedule can be challenging. We
make every effort to stay on time so that our patients will not have to wait unnecessarily.

Your appointment is a commitment of time between you and our office. We ask that you make every
effort to keep that commitment. We do provide a courtesy reminder call one to two days prior to
your appointment.

If you find that you cannot keep your appointment, we do require a minimum notice of 24 hours so
we are able to assist other patients with their dental needs. If our office is not notified within the 24
hours, you will be subject to a $50 late cancellation charge.

We truly appreciate your understanding. Our goal at Timothy P. Thomas, DDS, PC is to be your
partner in health and to assist you in keeping your teeth for a lifetime.

By signing below, I agree to fulfill my obligation as a patient at Timothy P. Thomas, DDS, PC and
agree to the “broken appointment” fee should I not give proper notification.

Signature of patient or responsible party Date

37799 Professional Center Drive, Suite 101 ® Livonia, MI 48154 ¢ (734) 464-2664

Email: info@timothythomasdds.com ®* www.mylivoniasmiles.com





