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OFFICE POLICY
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The o iginal x-rays and treatment records are the property of Value smiles, if copies are needed there is a S20.OO chart

dupl tion of any x-rays and records. Please give our office a 5 day notice for x-ray or record duplication

INSURANCE/PAYMENT POLICIES

Our ssion is to provide you with optimal dental care regardless of insurance coverage.

onset of each visit, patients should be prepared to pay in full or for those with insurance, their deductible anAt th
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Pri ed Legal Name: Patients Name

APPOINTMENTS

RADIOGRAPHS/TREATMENT RECORDS
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PRIVACY PRACTICES ACKNOWLEDGEMENT

received the Notice of Privacy Practices and I have been provided an opportunity to review it.
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