
Welcome
Welcome to Dentistry in Oro Valley! Dr. Emmert and Dr. Sokol's goal is to help you reach and maintain

maximum oral health. Please fill out this form to the best of your ability. Communication is key to better
care for you!





FINANCIAL and APPOINTMENT POLICY

SELF-PAY PATIENTS: You as the patient assume ALL responsibilities for payment of dental services provided in the
of�ce, for yourself and/or dependents. ALL PAYMENTS ARE DUE AT THE TIME SERVICES ARE RENDERED.

DENTAL INSURED PATIENTS: Your insurance is a contract between you, your employer, and your insurance company.
We are not a party to that contract. Insurance billing and veri�cation of eligibility/bene�ts is done as a COURTESY to
our patients. Patients are responsible for co-pays and deductibles. Payment is due at the time services are rendered. Any
estimate of what your insurance may cover is not a guarantee of coverage. Your insurance will have �nal say on what
will be paid, stipulations, limitations, and downgrades. Therefore, any balance and/or unpaid claims by your insurance
is your responsibility. Unpaid balances on accounts will incur late fees. In the event the account is referred to an
attorney or collection agency, the account holder is �nancially responsible for all fees, costs, and expenses that incur for
collection of debt.

FINANCIAL RESPONSIBILITY: I am the person �nancially responsible for any payment due in relation to services
provided.

AUTHORIZATION:  I authorize my insurance company to pay the dentist all  insurance bene�ts otherwise payable to
me for services rendered. I authorize the use of this signature on all insurance submissions. I authorize the dentist to
release all information necessary to secure the payment of bene�ts.

MISSED APPOINTMENTS, CANCELLATION AND NO-SHOW:

We require as a courtesy to our team and our scheduled time, that patients give us a 48 hour notice if there should be a
con�ict with their appointment and they need to reschedule for a different day and time. We send out several text
messages, emails, and phone call reminders to ensure you con�rm your appointment and are aware of the time booked
for you. Should there not be 48 hours notice of your scheduled appointment where you should have a con�ict, we
reserve the right to charge $50 per appointment(s) per patient(s) canceled or broken in our schedule for that booked
time, This fee is NOT refundable.

It is our utmost priority to put our patients �rst and make each experience a positive one. We thank you for keeping
your scheduled appointments and allowing us to continue to put your oral health �rst and to serve you.

PATIENT: ___________________________________________

SIGNATURE: _______________________________________________ DATE:_____________________________

(Patient/Parent or Legal Guardian if patient is a minor)



AUTHORIZATION TO RELEASE DENTAL RECORDS

Dr. Frank Emmert, DDS Dr. lvo Sokol, DDS

Of�ce: (520) 575-4084 Fax: (520) 575-1419 Email: dentistryinorovalley@gmail.com

Date: ___________________________________

Patient Name:____________________________________  Date of Birth:____________________________

Patient Name:____________________________________  Date of Birth:____________________________

Patient Name:____________________________________  Date of Birth:____________________________

Patient Name:____________________________________  Date of Birth:____________________________

Of�ce: ____________________________________________

____________________________________________

____________________________________________

I request and authorize the above-named provider's of�ce to release the information speci�ed
below to the individual, of�ce or other agency named on this request.

INFORMATION TO BE RELEASED:

______ FMX _______ BWX ______ PANO ______OTHER

SIGNATURE _______________________________________________



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. This provides a safeguard to my privacy.

What this is all about: Speci�cally, there are rules and restrictions on who may see or be noti�ed of your protected
Health Information (PHl). These restrictions do not include the normal interchange of information necessary to provide
you with of�ce services. HIPAA provides certain rights and protections to you as the patient. We balance these needs
with our goal of providing you with quality professional service and care. Additional information is available from the
U.S. Department of Health and Human Services. www.hs.gov

We have adopted the following policies:

1. Patient information will be kept con�dential except as is necessary to provide services or to ensure that all
administrative matters related to your care are handled appropriately. This speci�cally includes the sharing of
information with healthcare providers, laboratories, health insurance payers as is necessary and appropriate for your
care. Patient �les may be stored in open �le racks and will not contain any coding which identi�es a patient's
condition or information which is not already a matter of public record. The normal course of providing care means
that such records may be left, at least temporarily, in administrative areas such as the front of�ce, examination room,
etc. Those records will not be available to persons other than of�ce staff. You agree to the standard procedures  within
the of�ce for the handling of charts, records, PHI and other documents or information.

2. lt is the policy of this of�ce to remind patients of their appointments. We may do this by telephone, text or email or by
any means convenient for you and  the practice. We may send other messages informing you of changes to of�ce
policy and new technology that you may �nd informative.

3. The practice utilizes several vendors in the conduct of business. These vendors may have accessed the PHI and are
required to abide by the con�dentiality rules of HIPAA

4. You understand and agree to inspections of the of�ce and review of documents which may include PHI by
government agencies or insurance payers in normal performance of their duties.

5. You agree to bring  concerns or complaints regarding privacy to the attention of the of�ce manager or the doctor.
6. Your PHI  will not be used for the purposes of marketing or advertising of products, goods or services.
7. We agree to provide patients with access to their records in accordance with state and federal laws.
8. We may change, add, delete or modify these provisions to better serve the needs of  the practice and the patient.

9.  You have the right to request restrictions in the use of your PHI and to request change in certain policies within the
of�ce concerning your PHI. However, we are not obligated to alter internal policies to conform to your request.

I ________________________________________ date _________________ do hereby consent and acknowledge my agreement

to the terms set forth in the HIPAA INFORMATION FORM and any subsequent changes in of�ce policy. I understand
that this consent shall remain in force from this time forward.

Signature: ________________________________________________ Relationship to Patient: ________________________________

http://www.hs.gov

