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B(ent R. Humphrey DMD, P.A.

103 Spring Hall Drlve
6oose Creek. SC 29445
18411797-0045

Patient Appointment
Agreement

Dr. Breat ad his staffare corlrnifted 10 providitrg your childreo with the best possible carc.

Your clea. udeNtandiw ofour appointnem policy is impoltaot to the flrcoess ofour
Ielaliomhip with you and rle are pleased to discuss our policies with you at atry time.

KEEPING SCHEDULID A?POINTMENTSI

You may be surprised to know that missed appohtme s add last mioule cancellations arc the

biggest problslns itr dental omces. So that we car piovide your children with their oe€ded

treafneff, we must ask the fotlox1ng Aoln your

You make every efort to schedale appohtments for tim96 that you oall ke€p. We requile

a ndlrimullt of4t houls notice ofca&ellation. Missed appoiltnents send the message

that your child's appointhent and our res€rved time ale not irnpo{ant to yorl, and we roay

discharge your family ftom our practice ifthis bec.omes a patterL

MEDICAID COVERAGE RESPONSIBILITIES:

1. Please brilg your child's card withyou to each appoi]rtuefi.

2. Please noti& us ar sooo as your child's Medicaid eligibility chaoges, especially ifyour
child has an appointmenr scheduled. Yom qotiflcatiotr will allow us to verift coverage

so thal your ahild's appoilhnelt catr ploce€d as scbeduled.

With your support and cooper.tioD, wc look forw.rd to takirg care ofyour child's s ile!

Your siglrture below indicrtes yo[r ,cceptance ofDr. B.ent'r Prtien! Appoirtmerrt
Policier.

m

Date



Brent R. Humphrey, DMD, P.A.

FINANCIAL POLICY

Dr. Humphrcy afld his staffa.e corEmitted to providing you and your family with the best
possible caxe. Your clear undelstanding of our financial policy is important to the
success ofour rclationship with you and we are pleased to discuss our professiolal fees
with you at any time, We have preparcd the following infor$ation to assist you io your
plsnning and provide two copies, one for you to sign and letum to ouI o{Iice, and one for
your records.

Eor our patients with iosuraEce:

We arc happy to file the forms necessary to see that you reoeive the fuI1 beaefit &om 1.our
coverage; howevel we ca lot guaraotee any estimated ooverage. Because your
insulEqce policy is an a$eemeft between you and your insurer, we ask that olrr patients
be direct$ responsible for all co-payroents aod pay the (EPR), estimated patient
responsibility, at the time of servioe. We rerBind you that the criteria we use to establish
our fees do oot necessarily conespond with the criteria used by your insure4 for riat
reasoE, you may be rclponsible for amounts not covered by youf policy. Although we
will do eveqthing possible to see that yeu receive your maximum benefit, pl€ase be
awarc that we will expect pa).]xteot io full from you if 1/ie Lave oot rcceived imuraace
paymetrt wilhio 45 days of treahrcnt.

For ollr self- piy patieDBt

Payment is expected at the time of service.

Pa,5netrt optiotrsa

We acc€pt payment by cash, check, Viso" MasterCard or Discover. For those patients
interosted h explodry finaocing opiotrs for major procedures, we will gladly provide
you with information aboul Care Credit.

The finatrcial policy coatillues on the beck side of tbfu p{ge.

Thank you for reviewing our Fiaancial Policy. Please contact us llith aBy questions.

MY SIGNATIJRE BELOW INDICATES MY ACCEPTANCE OF DR. BRENT
}IUMPHREY, DMD, P.A.'S FINANCIAL POLICIES.

SignatuE Date



Mirred rppoiDtmcnt fee: The second time a patied does not praseot on time for aa
appoinlmetrt o! cancels with less thalr 4t hourr [otice; it is our custom to assess a $50.00
fee, This fee must be paid before a new appoiotmeot is saheduled. Patieots with three
missed appointrtrefts oay be 6sked to transfer their records to 4nother offic€. Exceptions
vrill be coffiidered otr ao individual basis.

Divorce After a divoroe or separatioq the parcnt authorizing txeatment f@ a ohild will
be the paEot responsible for those sutrsequent charges. Ifthe divorce decree rcquites the
otlrcr pare$ to pay all or part ofte treatrnent costs, il is the authoriziog pareqt's
rcsponsibility to collect Aom the olher pareut.

Finance Chrrger A furance cbarge will be imposed on each item ofyour account wbich
has mt bee[ paid wilhin sixty (60) days ofthe time the itEm was added to the accoutrt.
The IINAI(Cf, CIIARGE will be compuled at the rate of one and oa€-halfpercetrt
(1 % %) per mooth or m ANNUAI PERCENrAGf, RATf, OF eighteen percenl (189/0).

The fiBadce charge o! youl accoirrt is oomputed by applying the periodi c tule (1Y2 W to
the'overdue balaoce" of your account. The "overdue balance" is calculated by taking
the balance owed sixty (60) days ago arrd subtracting auy paymeds or crEdits applied to
the account duriEg that time.

Pest due sccoults: If youl acrount beooEes past due, we will take oecessary steps to
collect the balaace owed. lf w€ have to lefer your accomt to a collertion agency! you
agree to pay all ofthe co1lection costs which are incuned. Consideration oIr€instatement
to active patied status would require pay1hent in full ofthe balance in question as well as

oll coueotiotr oosts aod a$€emetrt that firhre charges arc paid in full at the time of
servioe.

Returred chccks: la the rare case of a check ietumed fo! insufhcienr funds, \aE wili
assess a processiag fee of $30.00 on your accouit and will atlow one week for receipl of
cash or honey oader.



BRENT R, HUMPHREY DMD, P,A,

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUTYOU i'AY BE US€D ANO OISCLOSED AND

HOW YOU CAN GET ACCESS TO THIS INFORIIIAT,ON.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH I}IFORIIATION IS IMPORTAN'TO US.

OUR LEGAL DUTY
Vltre are required by applicable bderal and state law to .nainlain the privacy oa your health iofomation. We are also
r€qulred to give yo! thls Nolice about our privacy praciic€s, our legal dutes, and your ghts conceaning your health
information. We must fotlow the privacy praqtic€s that are d€scribed in thas Notice whil€ it is in effect. This Notjce takes
effect 5i/2212, and veill remain in e$ect until we replace it.

Wb reserve the dght to chango our privacy praclices and the terms of thi6 Notice at aay time, povided 6uch changes are
permitted by applilable law. l/Ve rcserve th6 right to mak6 th6 changes in our privacy pracUces and trB n6w leffils of our
Notice effoctiye tor all heahh information lhat we maintain, incllding health infoamation we qe€ted or rcoeived be{o.e we
firade the changes- B6fore we make a signiioant change in our privacy practices, we will change this Notice and make
the new Notice available upon requesi

You mey Bquest a copy of olr Notice at any time. For more information about our privacy practheg, or fur addiiional
copies of this Notice, please contaol us usilg lhe information listed at the end oI thi6 Nqtice,

USES ANO DI6CLOSURES OF ITEALTH INFORIIiA?'OI,I
\ Je use and discloGe heallh intormation abolt you for tGatnont, payment. and healthcare opeEtions. For example:

Trcatnent We may use or disdose your health intormation to a physician or othea healthcare provider prcviding
heatment to you.

Fayment \ive may use and disciose you. he€tth ioformation to obtain payment for seryices we p.ovide to you.

Hralthca]e Operationar l/Ve lnay use and dlsclose your health information in connection wlth our healthcare opeEtions.
Hettthcare opeFtions incfude quality dssegsment and improvement activilies, levi6^,ing the compelence or qualifrcafons
ot heallhcae proressionals, evalualing prgctitioner end provider pericrmance, conducting training progaarE, accredilation,
certificat,on. licensing or cred€nlialing activitjes.

Your AlthorEation: ln addition lo our use of you. heal$ information for treatmenl paymgnt or healthcare operations,
you may give us written aulhoization to use your healtfi inicrmation or lo di3close it to anyone for any purpose. lf you
givo us an auhoaiealion, you may revoke it in writing at any time. Your revocstion wili not aftct any use o. disclosures
peamittod by your authodzation while it was in 6ffect. Unless you giv6 us a wdtten authodzation. we cannot use or
dlsclose your health informat-on for any rcason except those descrjb€d in this Notice.

Tq Your Family altd Frlands: Wb must disclose your health information lo you, as described in the Patient Rights
section o, this Notice. We may dlsclose your h€alth intormation to a faffly member, frlend or other perton to the extent
necessary to help with you. healthcare or with payment fo. your healthcaE, but only if you agr€e that we may do so.

Pe6on6 lnvolved ln Gal!: 'Wb may use or digcloto health information to notify, or assist in the notmcation of (including
ide irying or looating) a hmily rnember, your personal representatve or another person re8ponsible for your care, of youa
location, your g€neral condition, or death- lf you are present, then prioa to use or disclosure of your health intormation, we
wil, provide you wilh an opportunity to object to such usBs or disclosures. ln the event of your incapaeiv or enteEenc,
crrcumEtanc€s, we will disclog6 health information bas€d on a deterfijnation using our professional judgment disclosing
only health information that is diGctly rclevanl to the person's involvement in your hoaithcarc. We \dll also use oua
p,lb&sloml Judgrneft and our expedenoe with common practice to make .easonable irferences of your best inErest in
allowing a pgEon to pick up flled pre6cdptions, medlcal supplies, x-lays, or other similar foams of health information.

Marketing Hrelth-Rolatgd Sgwicas: We will not use your health infomation for mark€ting comrnunicalions without your
written authorza{on-

Rcquired by Law: We may use or disclose your health infomation when we are required to do so by leu/.

Abu3e or Negl6ct Wb may discloie your health information to appropdate authoritlea if we easonably beli€ve that you
ale a po6sible victim of abuse, neglect, or do reatic violence or the possible victifi ol other caimes. We may diaclose your



health iniomation to the exGnt necegsary io avefi a seaiouE threat to yolr health or safev or the health or 6alety ol
olhgrs.

Natonel Secrrily: We rnay disclose to military authoriti€s the health in{omation of Armed Forces perconnel under
certajn circumstances. We rnay di6close to authodzed federal offclals health anfor,nation reqlired for lavirful intEiligence,
counterifitelligence, and other national s€curity activities, We may disclose to conectronal institltoa ot law enlorcemenl
officiai having lawfr.rl custody of protected health information of inmate or patient under cerlain ckcumstances.

Appointn€rf R€mlnde6: llle may uso o. disclose yout health infomatjon to provide you with appointrient reminders
(6uch as voicemail messages, posbErds, or letters).

PATIENT RIGI{TS
Acc.3B: Yo! have the right to look at or get oopieE of your health infomalion, with limiied exceptions. Yo! may request
that we p.ovde copies ln a format oth6r than photocopies- We will use the fonn€t you request unless we cannot
pEcticably do so. (You mugt make a iquest in writing to obtain accesc to your health information. You may obtain a
form to rcquest acces6 by using the conbct infoamaton lisEd at the end of this Notice- VVe will charge you a rea8o.rabl6
cost-based fee br 6xpsnses such as copies and staff time. You may also request Accass by sending us a letter io the
address at lhe end of this Noticr. lf you request copies. we willcharye you $0.25 for each pag€, $20 per hour for siaff
time to locate and copy yolr health ioformation, and posiage ii you want the copies mailed to you. It you equest an
aftemative foamat, we will charge a cost-baEed fee ior providing your health informaUon in that tormat. lf you prefer, we
will prepare a summary or an explanation ot your health infonnation for a fee. Conlact us using the infomation lisEd at
the end of this Notce fua a full explanation of our fee structure.)

Oi6cloaurc AccountirE: You have the right to re66ive a list of instances in which we or our business associates
disclosed you. health infurmation br purposes, other tiEn treatment payment, healthcare operations and csrtain other
acfivities, for$e la8t6 years, but not before April 14,2003. lfyoil request this acaounUng mole than once in a 12-month
period, we may charge you a reasonable, cost-baged fee for Esponding to thes6 addilional .equests-

Re3t.ictionr You have the dght b requgst that we phce additioml reshictions on our use or disciosuae of your health
inbrmation. I'l/€ aae not aequirod to agree to these addational restdctjons, but if we do, we will ablde by our agreement
(except in an emergency).

Altcrtative Cornmunication: You have the rjght to .equest that we eommuniaate with you about your heallh infomation
by al!9mative means or to altemalive loeations. {Yo! muat mak€ youl leqo3rt ln wdtlng.} Your requBt must specit
the alternative me6ns or location, and provide satjsbctory explaMtion how payments will be handled undea the alternative
reans or location you reqlest.

Anendmaiti You have the right to aequest that ve amend yolr health information. (Your request must be ln wrifng, and
it must explain why the information should be amended.) We may deny you. request under certain circumstances.

Elaclronlc Noticei lf you reeeive thiE Notice on our Web site or by ol€ctronic mail (e-mail), you are entitled to receiye this
Notice in written foft!

OUESTIONS AI{D CO PLAINTS
lf you want more informatlon abgut our pdvacy practices or have questions or concems, ptease contact us.

lf yo! are concemod that we rnay have violated your pivacy dghts, or you disagree wiur a decision lve made about
acceas io your health infoffiaton or in rcsponse to a request you lllade to aftEnd or e6ttlet the use or alisclosufe of your
health informaion or to have u9 communicate with you by alternaliva means or at alternative locationg, you may corrplalh
lo us using the conlact infomation listed at lhe end of this Notic6. You also may submit a written complairt to the U.S.
Depa.tment of Health and Huhan Servic€s. l/W will provk e you with the eddrees to ille your complalnt with the U.S.
Oepa{ment of Hsalth and Human SeNices upon rcquest.

We support your dght to th6 privacf of your health inbrmalion- W6 will not rotaiiate in any way if you choose lo file a
complaint with us or with the U,6- Department 0f Health and Human Services.

Contact Officer: Shandon Donofrio

Telephone: 843-797-2000 Fax 843.797-8826

E-mail: FrontDesk@DrBrentKidsDentist.com

Addre$: 103 SpringhallDrive Goose C.eek, SC 29445



BRENT R, HUMPHREY DMD, P,A,

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuae to Sign This Acknowledgemenf'

I have rcceived a copy of this offico'g Notice of Privacy Practiceg

{P'ease Print Name}

{Signature}

{Date}

We attempted to obtain w.itten acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be oblained because:

Individual retused to sign

Communications baniers prohibited obtaining the acknowledgement

An emerggncy aitualion prevented us trom obtaining sckno\,yledgement

other (Please Specily)

u

tr

E

u

o 2002 ameni..n oeniar A&iErion
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