




 

MAZIN NAKHLEH, D.D.S. 
11411 N. Central Expy, Suite 100 

Dallas, Texas 75243 

Tel: 214.340.9696, Fax: 214.340.0413 

 

Welcome! 
 

Thank you for selecting our practice to assist you with your dental health needs!  Our 

team of professionals is committed to providing the highest quality services possible with 

personalized touch! 
 

IMPORTANT INFORMATION 

1. Appointments are available six days a week, Monday through Saturday.  For your 

convenience and to serve emergency needs, we offer a 24-hour phone line. 
 

2. Appointment times are reserved exclusively for you.  To ensure that this time is 

convenient, we require verbal confirmation 2 weeks in advance for hygiene, 

and 1 week in advance for doctor treatment.  A reminder call will follow.  To 

avoid a $75.00 cancellation fee, we ask for 48-hour notice if you are unable to 

make your appointment, and a 7 day advanced cancellation notice for Saturday 

appointments. 
 

3. Payment is expected in full at each appointment.  We accept the following major 

credit cards:  MasterCard, Visa, Discover/Novus, and American Express.  If you 

have questions concerning fees or payments, feel free to speak to front desk 

personnel.  Please do not discuss fees or arrangement with Dr. Nakhleh, as he is 

here to serve your dental needs. 
 

4. As a courtesy to our patients, we can file dental charges directly to your insurance 

company.  The portion not covered by insurance will need to be paid by the 

patient at the time of treatment.  Any outstanding balances are due in full 

within 30 days after treatment.  Payment not received within 60 days is 

delinquent. 
 

5. Please note that dental insurance is never a pay-all, it is only an aid.  It is realistic 

to expect insurance to cover 35 percent to 65 percent of all major services.  Many 

routine dental services are not covered by insurance.  Should you have questions 

regarding your dental insurance benefits, please contact your employer or 

insurance company directly. 
 

6. For the protection and safety of your child, we ask that all children under the age 

of 12 years be accompanied by a parent AT ALL TIMES in the waiting room.  

Also, because of exposure to toxic chemicals, x-rays, and sharp instruments, 

children are not permitted beyond the waiting room door if they do not have an 

appointment.  We hope you understand that this policy is put into place for the 

benefit of your child.  Thank you for your compliance. 
 

We are delighted to welcome you into our practice and look forward to serving you! 

 

Signature_________________________________Date________ 



Sandra L. McCarthy, D.D.S. Mazin Nakhleh, D.D.S. Debra Frankfurt, D.D.S. 
Prosthodonotist    General Dentistry  General Dentistry 

 

Tel:  (214)340-9696 Fax:  (214)340-0413 11411 N. Central Expy., Suite #100, Dallas, TX 75243 

 

 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 

(“HIPAA”), I have certain rights to privacy regarding my protected health information.  I 

understand that this information can and will be used to:   

 

 Conduct, plan and direct my treatment and follow-up among the multiple healthcare 

providers who may be involved in that treatment directly and indirectly. 

 

 Obtain payment from third-party payers. 

 

 Conduct normal healthcare operations such as quality assessments and physician 

certifications. 

 

I acknowledge that I have received your Notice of Privacy Practices containing a more complete 

description of the uses and disclosures of my health information.  I understand that this 

organization has the right to change its Notice of Privacy Practices from time to time and that I 

may contact this organization at any time at the address above to obtain a current copy of the 

Notice of Private Practices. 

 

I understand that I may request in writing that you restrict how my-private information is used or 

disclosed to carry out treatment, payment or health care operations.  I also understand you are not 

required to agree to my requested restrictions, but if you do agree then you are bound to abide by 

such restrictions. 

 

Patient Name:  ________________________________________________________________ 

 

Relationship to Patient:  ________________________________________________________ 

 

Signature:  ____________________________________________________________________ 

 

Date:  ________________________________________________________________________ 

 

 

Office Use Only 

 

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy 

Practices Acknowledgement, but was unable to do so as documented below: 

Date:  _______________ Initials:  _______________ Reason:  ___________________________ 
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