GERARD A. CENTRELLA, D.M.D.

738 SALEM STREET

MALDEN, MA  02148

TEL:  (781) 322-8951
Missed Appointment Notice

OFFICE POLICY REGARDING PAYMENTS AND APPOINTMENTS:

     IT IS THE POLICY OF THIS OFFICE THAT PAYMENTS FOR SERVICES RENDERED, INCLUDING DEDUCTIBLES AND CO-PAYS, ARE PAYABLE AND DUE ON THE DAY THE SERVICES ARE RENDERED, NO EXCEPTIONS. 

     ALSO, THIS OFFICE GENERALLY RUNS ON A 30 MINUTE APPOINTMENT SCHEDULE. IF YOU ARE LATE, IT CAUSES THE REST OF THE DAY TO RUN BEHIND WHICH IS NOT FAIR TO THE REST OF THE PATIENTS. THEREFORE, IF YOU ARE LATE FOR AN APPOINTMENT, AND IT CAUSES US TO RUN BEHIND WHEN WE ARE RUNNING ON TIME, YOU WILL NOT BE SEEN ON THAT DAY, AND THERE WILL BE A $50.00 RESCHEDULING FEE. PLEASE ALLOW YOURSELF ENOUGH TIME TO GET HERE 5 TO 10 MINUTES PRIOR TO YOUR SCHEDULED APPOINTMENT TO PREVENT THIS FROM HAPPENING.

     BY SIGNING BELOW, I UNDERSTAND AND AGREE TO THIS OFFICE POLICY.

                                                                                 THANK YOU,

                                                                       Gerard A. Centrella, D.M.D.

___________________________________________


________

Name




Date

                                    Gerard A. Centrella D.M.D.

                                 738 Salem Street


                     Malden Ma 02148

                                              781-322-8951
Acknowledgement of Receipt of Notice of Privacy Practices

For Office Use Only

Dear Patient:





	Every effort is made on our part to keep on schedule, so we respectfully ask patients to be prompt and keep their appointments.  Our standard office policy regarding appointment changes and/or cancellations is as follows:





	We try to remind patients by telephone prior to their appointment, but please do not rely on this courtesy.  If we are unable to contact you, your appointment card will serve as the confirmation of your appointment and implies your obligation to be present.  That time has been reserved especially for you.  If you need to change your appointment, or are unable to keep your scheduled appointment, WE REQUIRE AT LEAST 24 HOURS NOTICE to avoid a charge to you for our lost time.  The fee for a missed appointment, or cancellation without 24 hours notice, is $50.00. By signing this form, you understand and agree to this policy. If you have any questions, please do not hesitate to contact us.  Thank you for your cooperation.





NAME:______________________________________________DATE:____________________________








	Patient Signature__________________________		Date______________








Dear Patient:





	We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use and/or disclose your health information.  Please sign this form to acknowledge receipt of the Notice.  You may refuse to sign this acknowledgement if you wish.





	I acknowledge that I have received a copy of this office’s Notice of Privacy 


Practice.








Patient Signature_______________________________	Date____________________ 








	We have made every effort to obtain written acknowledgement of receipt of our Notice of Privacy from this patient but it could not be obtained because:





		□  The Patient refused to sign


□  Due to an emergency situation it was not possible to obtain an acknowledgement


□  We weren’t able to communicate with the patient


□  Other (Please provide specific details)


     _______________________________________________________________


     _______________________________________________________________





Employee Signature___________________________________		Date___________________________





HIPPA Acknowledgement of Receipt of Notice of Privacy Practices


This form does not constitute legal advice and covers only federal, not state law.








