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Office Policies/Dental Insurance/Private Pay 

We are committed to providing you with the best possible care. If you have dental 
insurance, we are anxious to help you receive your maximum allowable benefits. In order to 
achieve these goals, we need your assistance and your understanding of our payment policy. 
Payment is due at the time of services rendered. 

  
If you have insurance, the checks get sent directly to you. Payment is due at the time of 

services rendered unless payment arrangements have been approved in advance by our staff. We 
accept cash, checks, MasterCard, Visa, Discover and Care Credit. We will be happy to help you 
process your primary insurance claim form for reimbursement. We will gladly discuss your 
proposed treatment and answer any questions relating to your insurance. 

  
We must emphasize that as dental care providers our relationship is with you not your 

insurance company. While the filing of insurance claims is a courtesy that we extend to our 
patients, all charges are your responsibility from the date services are rendered. We realize that 
temporary financial problems may affect timely payment of your account. If payment problems do 
arise, we encourage you to contact us promptly for assistance in the management of your account. 

  
1. Payment at each visit when services are rendered. 
2. One-half in advance with the remainder to be paid in full at the final visit (if over 

$200.00 for proposed treatment plan-two appointments.) 
3. One-third at the start of treatment, one -third during treatment and one-third upon 

completion of treatment. (If treatment requires more than two appointments.) 
4. Care Credit 

    
  

Divorced parents bringing a child to an appointment are solely responsible for all fees 
incurred during each visit. Parents will not be billed separately. 

  
Returned checks will be subject to a $35.00 NSF fee. Balances older than 30 days will be 

subject to additional collection fees. A $45.00 fee may also be added to your account for broken or 
cancelled appointments without 48 hours notice. This fee also applies to patients who neglect to 
take their pre-medication. 

  
If you have any questions about the above information or uncertainty regarding insurance 

coverage, please don't hesitate to ask. We are here to help you.

Sincerely, 
  
    

Phillip C. Yancho, D.D.S.  
And Team 
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PATIENT ACKNOWLEDGMENT AND CONSENT FORM 

Effective April 14, 2003, the new federal law known as the Health Insurance Portability and 
Accountability Act of 1996 ("HIPPA") requires that this office comply with certain rules regarding the 
maintenance of the privacy of your information  that we have collected and will collect in the future. 

  
To comply with one of HIPAA's requirements, we are giving you a copy of our Notice of Privacy 

Practices. This Notice of Privacy Practices contains the information that HIPAA requires us to disclose regarding 
our privacy practices. 

  
PLEASE SIGN THIS FORM BELOW UNDER THE HEADING "ACKNOWLEDGMENT" TO 

ACKNOWLEDGE THAT YOU HAVE TODAY RECEIVED A COPY OF OUR NOTICE OF PRIVACY 
PRACTICES. 

  
Existing Michigan Law requires (in addition to our attempt to obtain your written acknowledgment, 

discussed above) us to first obtain your written consent prior to disclosing any of your information except for 
our disclosures in connection with: 

  
1. A defense to a claim challenging our professional competence; 

  
2. A review entity's functions; 

  
3.  A claim for payment of fees; 

  
4.  A third party payer's examination of our records; 

  
5.  A court order as part of a criminal investigation; 

  
6. An identification of a dead body; 

  
7. A Iicensure investigation; or 

  
8. A child abuse/neglect investigation. 

  
From time to time it may be necessary for us to make disclosures of your information in connection with 

your treatment. For example, we may make a referral to or consult with another dentist or other health care 
professional, provide a specimen to a laboratory for testing or otherwise make disclosures of your information 
in connection with providing or coordinating your treatment. 

  
PLEASE SIGN THIS FORM BELOW UNDER THE HEADING "CONSENT" TO CONSENT TO OUR 

DISCLOSURES OF YOUR INFORMATION THAT WE DEEM NECESSARY IN ORDER TO PROVIDE YOU 
WITH PROPER TREATMENT. 

 

c:\my documents\hippa\hippa autho consent.doc 
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PATIENT ACKNOWLEDGMENT 

I acknowledge that I have today received a copy of the Notice of Privacy Practices.

For office use only

Patient Refused to Sign

The following circumstances 
prohibited the patient from signing 
the Acknowledgment:

Office Personnel (signature)

Office Personnel (print name)

Date:

An emergency situation prevented 
the patient from signing the 
Acknowledgement.

Date:

Patient Name (please print)

Patient Signature

PATIENT CONSENT 

I consent to your disclosures of my information, which you deem are necessary in connection with my treatment.  
I understand that such disclosures may not be of the type listed above.

Date:

Patient Name (please print)

Patient Signature

c:\my documents\hippa\hippa autho consent.doc 
 

Please complete and submit the form without a signature.  You 
will be able to sign the form when you arrive at the office.

Please complete and submit the form without a signature.  You 
will be able to sign the form when you arrive at the office.
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AUTHORIZATION/RESPONSIBILITY AGREEMENT 

I have requested Dr. PHILLIP C. YANCHO to bill my insurance company (for covered services), if insurance 
applies, on my behalf. I clearly understand that whether I have insurance or not all services will be paid in 
full at the time of each visit. If the account is sent to a collection agency, I agree to pay all fees incurred by 
the agency. 
  
I hereby authorize all insurance companies, if insurance applies, to release payment only to the subscriber. 
Please be sure and verify with your insurance company your benefit year and your maximum coverage for 
the benefit year. Dr. Phillip C. Yancho is not responsible for any misinformation, denials, or nonpayment 
from your insurance company. A copy of this can be considered as an original for insurance purposes.

I have read and agreed to abide by all written office policies.

Date:

Print Name

SIGNED

3699 S. Airport Rd. W.  
Traverse City, MI  49684

FAX:  231-941-5640 TEL:  231-941-2201

Patient's Business Phone Number (or best number to be reached at during the day)

Please complete and submit the form without a signature.  You will be able to sign the form when you arrive at the office.



Phillip C. Yancho, D.D.S. 

Cosmetic & Family Dentistry Phillip C. Yancho, D.D.S. 
3699 South Airport Rd W 

Traverse City, Ml 49684 
(231) 941-2201

In order to transfer your dental records, we must have your written permission. Please fill out the 
following form completely, sign, and return to the dental office in which your previous records 
are held. 

RELEASE FORM 

Patient Name: 

• Please cancel all of my future appointments.

• I understand that I am responsible for any outstanding balance on my account.

• I authorize the release and transfer of my dental records to the office of Dr. Phillip

C. Yancho.

o Please email my current records to: scheduling@yanchodentistry.com

Signature: 
------------------

PI ease complete and submit the form without a signature. You will be able to sign the form when 
you arrive at the office. 

Parent or Guardian: 

Date: 

Date: 
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