




Laguna Spa Dentistry 

25596 Alicia Parkway 

Laguna Hills, CA 92653 

949-951-7645 

 

ACKNOWLEDGEMENT OF RECEIPT OF DENTAL MATERIALS FACT SHEET 

I acknowledge that I have received from Laguna Spa Dentistry, the Dental Materials Fact Sheet that was 

updated on April 25th, 2018 

 

_________________________________________________________________________________ 

Patient Name 

 

______________________________________ 

Signature of Patient, Parent, or Guardian / Date 



Laguna Spa Dentistry 

Release of Medical Information: 

I authorize the release of medical/dental information to my dental office, Laguna Spa Dentistry, to consultants if 
needed, and to process insurance claims, prescriptions, or to complete ant other medical or dental operations as 
necessary. 

Signature:_________________________________________ Date:___________/________/_________ 

Financial Policy: 

IF YOU HAVE DENTAL/MEDICAL INSURANCE: 
We will file claims to your dental/medical insurance company for the services that are provided by our office. In order for the 

claims to process correctly, please ensure that the information that is provided to our office on the patient information form is 

accurate and current. If there is a change in insurance information please let us know immediately. We will submit to secondary 

insurance as long as we are given the correct information and we are notified that you would like this service done. 

Deductibles, Co-Payments, and Coinsurance: 

Co-payments are constant and due at the time the service is rendered. Coinsurance and deductibles vary for each 

insurance policy and we can only approximate the percentage covered by each plan. 

 
Payment is required for all services at the time they are rendered for all applicable co-payments, co-insurance and deductibles.  
All services preformed have separate fees in addition to office visit fees.  Patients are responsible to check our participation 
with their plan as well as eligibility with their dental plan before their visit.  The patient is responsible for charges not covered 
by their insurance company.  If you must cancel an appointment, please do so at least 24 hours before your scheduled time. A 
charge of $50.00 may be applied to patients who miss their appointment or do not notify the office 

PAYMENT METHODS AND OTHER INFORMATION 
- We accept cash, check and VISA or MasterCard.. 

- Accounts that are past due will be turned over to our collection agency.. 

- Accounts that have statements returned with no forwarding address will be charged a $10 collection fee and turned over to our 

collection agency. 

- Non-payment of a past due balance with our office will result in a monthly interest charge of 1.5% (18% annually). 

- All late cancellations and no-shows will be billed $50 automatically. (We require 24-hour notice in advance to avoid charges.) 
We are committed to providing you with the best possible care and we are willing to discuss our professional fees at 
any time. Your clear understanding of our Financial Policy is important to our relationship. Please ask if you have any questions 
about our fees, Financial Policy, or your financial responsibility. 
I acknowledge that I have read and agree to the above Financial Policy. 

 
Print patient Name: ______________________________________________________ 

Signature of Patient: ______________________________ Date: __________________ 

Print Parent/Guardian Name: _______________________________________________ 

Parent/Guardian Signature: __________________________ Date: _________________ 
 

Privacy Practices (HIPPA) 
Notice of Privacy Practices 

 A copy of this notice is available to you.  Please ask the receptionist if you would like one.  By signing below, 
I acknowledge that I have been offered a copy of our Notice of Privacy Practices. 

Contact Information 

 By signing below I authorize Laguna Spa Dentistry to leave a detailed message in reference to any items 
that assists the practice in carrying out healthcare operations.  If you do not wish to be contacted at a 
specific location, please indicate below: 

Home Phone: Do not contact me here                 Work Phone: Do not contact me here 
Mobile Phone: Do not contact me here                Email: Do not contact me here 

Please list any persons whom your protected health information can be disclosed (e.g. spouse, parent, etc) 
 
Name_________________________________________Relationship_______________________________ 
 
Name_________________________________________Relationship_______________________________ 
 
 
Signature_______________________________________ Date________/________/___________________ 




	Patient Info Form.pdf
	Medical History.pdf
	Dental Materials Fact Sheet.docx
	Financial policy.docx
	PRIVACY PRACTICE (1).pdf

