




    Financial Office Policy 

 

 

Initial ____ A fee of $50 per patient is charged for NO SHOW or 
cancelled appointments that have not been given 24 hours 
notice. 

 

Initial ____ If you have dental insurance, we will file your claim 
and give you an approximate total for your co-payment. 

 

Initial ____We accept Visa, MasterCard, or Discover.  Checks 
are no longer accepted. 

 

Initial ____ Payment for dental treatment is due the day 
services are performed.  

 

 

Signature ______________________             Date __________ 

 



   Patient Privacy Questionnaire 
 
Patient Name: ___________________________________ 
 
The following questions refer to how you want the office of Daniel E. Donohue, 
D.D.S to handle your correspondence regarding your confidential medical 
information.  Please complete this form, sign and date it.  Your responses will be 
considered durable until withdrawn.  You may change your responses at any time 
by completing a new form.  For more information please see the Notice of Privacy 
Policies and Practices. 
 
1. Please list all persons whom we may inform about your medical condition or 

diagnosis.  List all persons whom may accompany your child: 
 
 ___________________________________________________ 
2. Please list those people that we may contact ONLY in case of emergency: 
  
 _____________________________________________________________ 
3. Please print the address of where you would like your billing statements and 

other correspondence from this office sent: 
  
 ______________________________________________________________ 
4. Please indicate if you want all correspondence from our office marked     

“CONFIDENTIAL” 
YES _____ NO______ 
 

5. Please provide the telephone numbers, if any, where you want to receive 
phone calls about appointments, test results, or other medical information 

 
           _______________________________________________________________ 
6. Can confidential messages (example: appointment reminders) be left on your 

home answering machine or voice mail? 
 YES____ NO_____ 
 
7. May we contact your pharmacy by phone regarding prescriptions? 
 YES ____ NO_____ 
 
8. May we communicate pertinent confidential medical information to your 

other treating doctors? 
 YES ____ NO _____ 
 
 
_______________________________________________________        ________ 
Signature of Patient/Guardian (if under age 18)/Legal Custodian            Date 
 



Daniel E. Donohue, D.D.S. 
    

Acknowledgement of Receipt 
                           Of Notice of Privacy Practices 
I have received a copy of this office’s Notice of Privacy Practices.  If I am a minor 
unaccompanied by a parent or guardian, I will accept this Notice and provide it to 
my parent or guardian. 
 
Please print name 
 
Signature 
 
Date 
   FOR OFFICE USE ONLY 
The patient was offered a copy of the Notice of Privacy Practices.  An attempt was 
made to obtain a signature on this acknowledgement of Receipt for the notice.  I 
could not be obtained because: 
 
 Individual refused to sign. 
 
 Parent stated a copy was received previously prior to treatment of sibling. 
 
 Communications or language barrier 
 
 Emergency situation prevented obtaining acknowledgement. 
 
 Other (specify below). 
 
 
 
 
 
Received by _________________________ Date _______________________________ 
         Staff Member 
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