
                        
Patient Records Release Form 

 

I hereby request a copy of my dental records from the office of  

Dr. ___________________________ 

Phone #:_______________________ 

Fax #:___________________________ 

 

 

Patient Name:_______________________________ 

Parent (If under age of 18):_____________________________________ 

Signature:___________________________________         Date:________________________ 

 

 

Please send the latest radiographs to: 

Dr. William Cummings DMD 

ContactUs@AvondaleDentistry.com 

 

 

 

 

 

 

 

Office: (610) 268-8300       Fax: (610) 268-8329 

8830 Gap-Newport Pike, Avondale, PA  19311 

ContactUs@AvondaleDentistry.com 

www.AvondaleDentistry.com 

mailto:ContactUs@AvondaleDentistry.com






 

HIPAA OMNIBUS RULE 
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

AND CONSENT/ LIMITED AUTHORIZATION RELEASE FORM 
You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims. 

Date:  

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this healthcare facility. A 
copy of this signed, dated document shall be as effective as the original. MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT 
RELEASE SHOULD I REQUEST TREATMENT OR RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR / FACILITYS IN THE FUTURE. 

 
Please print your name Please sign your name 

 
 Legal Representative Description of Authority 

Your comments regarding Acknowledgements or Consents:  

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM RECEPTION AREA: 

  First Name Only   Proper Sir Name    Other  

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION: 

(This includes stepparents, grandparents and any care takers who can have access to this patient's 

records): 

 Name:  Relationship:  

                       Name:        Relationship:  

 
  I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS TREATMENT & BILLING 

INFORMATION VIA: 
 Cell Phone Confirmation  Text Message  
 Home Phone Confirmation  Email Confirmation  
 Work Phone Confirmation  Any of the Above 

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA: 
 Cell Phone   Text Message  
 Home Phone  Email 
 Work Phone  Any of the Above 

I APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES EVENTS FUND RAISING EFFORTS or NEW HEALTH 

INFO on behalf of this Healthcare Facility via: 

 Cell Phone  Text Message  
 Home Phone  
 Any of the Above  

In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or 

services to promote your improved health. This office may or may not receive third party remuneration from these affiliated companies. 

We, under current HIPAA Omnibus Rule, provide you this information with your knowledge and consent. 

 
Office Use Only 

As Privacy Officer, I attempted to obtain the patient's (or representatives) signature on this Acknowledgement but did not because: It was emergency treatment 

I could not communicate with the patient 

The patient refused to sign 

The patient was unable to sign because    

Other (please describe) _________________________________ 

Signature of Privacy Officer: _____________________________



  

 

FINANCIAL AND INSURANCE POLICY 

Patient's Primary Insurance Information: 

Insured Name _______________________________ Birthdate ________________ 

Social Security Number __________________  Insurance ID ________________ 

Employer ____________________ Insurance Company Name ___________________ 

Group # ________  Insurance Co. Phone # _______________________ 

 

Secondary Insurance Information: ___________________________________ 

 

Our office will assist in processing insurance claims. We expect covered patients to 
read their policies carefully, and to become familiar with benefits and limitations. It is 
important to understand that dental insurance is designed to reduce cost, not to 
eliminate it entirely. Please note that pre-authorization estimates of insurance benefits 
are estimates only. Dealing with insurance companies has become a very time-consuming 
process. Our office is not responsible for insurance policy determinations or coverage 
decisions. Regardless of any such determination or decision rendered by the insurer, you 
remain financially responsible for your dental care. 

We will process your insurance claim electronically at the time of service. You will 
be responsible for what your insurance company does not cover. If your insurance 
company pays you directly, you will be responsible for payment at the time of service. Co-
pay is expected at the time of service. If it is not known at the time of your appointment, 
a bill will be sent to you for the remaining balance. All payments must be made within 15 
days from the date of billing. Unless prior arrangements have been made, accounts 
unpaid after 15 days from the date of billing are subject to a finance charge of 1.5% per 
month (18% per Amum). If your account is referred for collection, you will be responsible 
for court costs and attorney fees. 

I have read and understand the above statements and have had ample opportunity to 
discuss any of this information with Dr. Cummings and/or members of his staff. I accept 
the above terms. 

 Date:     Signature: 



 

 

 

Written Financial Policy 

 

Thank you for choosing William N. Cummings, DMD, PC. Our primary mission is to deliver the best and 

most comprehensive dental care available. An important part of the mission is making the cost of optimal 

care as easy and manageable for our patients as possible by offering several payment options.  

 

Payment Options: 

 

You can choose from: 

- Cash, Check, Visa, Mastercard, American Express, or Discover Card 

 

- Convenient Monthly Payment Plans1 from CareCredit. 

o Allow you to pay overtime 

o No annual fees and long-term options 

 

Please note: 
 

William N. Cummings, DMD, PC requires payment prior to the completion of your treatment. If you choose 

to discontinue care before treatment is complete, your refund will be determined upon review of your case.  
 

For plans requiring multiple appointments, alternative payment arrangements may be provided. For larger, 

more comprehensive treatment plans of $1000 or more, a 20% deposit is required to secure your initial 

treatment appointment.  
 

For patients with dental insurance, we are happy to work with your carrier to maximize your benefits and 

directly bill them for reimbursement for your treatment2.  
 

A fee of $50 is charged for patients who miss or cancel more than 1 time in a calendar year without 

24-hour notice.  
 

William N. Cummings, DMD, PC charges $25 for returned checks. 
 

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want 

or need. 

 

 

Patient, Parent, or Guardian Signature     Date 

 

 

Patient Name (Please Print) 

 
1Subject to credit approval 
2However, if we do not receive payment from your insurance carrier within 30 days, you will be responsible for payment of your treatment fees and collection of 

your benefits directly from your insurance carrier. 






