




David Evans D.D.S. 

Acknowledgement of Receipt of Notice of Privacy Practices 

I acknowledge that I was provided a copy of the Notice of Privacy Practices and have read (or had 

the opportunity to read if I so choose) and I understood the notice.                                         

 

Patient Name (please print) or Authorized Representative name, if applicable (please print) 

Patient Signature or Authorized Representative Signature                     Date 

                                                           
                                                          Office Policies 
 
PLEASE INITIAL EACH POLICY AFTER YOU HAVE READ IT. 
 

Cancellation Policy 

Please provide us with at least 48 hours advanced notice if you need to cancel or reschedule an 
appointment.  If we do not receive 48 hours advanced notice you may be charged a $50.00 
cancellation fee. 
_________Initials 
 

Payment Policy 
You are responsible for providing us with your current dental insurance information and for knowing 
your insurance benefits.  If you have provided us with your insurance information, we will bill your 
insurance company for you.  You are responsible for your co-pays and/or deductibles and any 
balance not covered by your insurance.  Payment is expected at the time of service.  If your account 
is not paid and it is assigned to a collection service, you will be liable for any collection fees charged 
by the agency plus any other collection costs, reasonable attorney fees and court costs. 
_________Initials 
 

Non-Amalgam Use Policy 
Dr. David Evans does not use amalgam restorations for our patients.  This decision is not one we 
take lightly and is based on historical evidence that Amalgam (silver) restorations are inherently 
inferior to resin (tooth colored) restorations.  Your insurance company may not pay for a resin 
restoration at all or it may reduce your benefit to that of an amalgam filling when the restoration is on 
a posterior (molar) tooth. 
_________Initials 
 

I acknowledge that I have read, understand and agree to the above office policies. 
 
 

Patient or Authorized Representative Signature                                  Date 




