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l{00tI TInENTAL

Acknowledsement of Receipt of Notice of Privacv Practices

I acknowledge that I may receive a copy of the Notice of Privacy Practices upon request for the
office of Christopher P. Koontz, DDS, PS. The Notice of Privacy Practices describes the types of
uses and disclosures of my protected health information that might occur in my treatment,
payment for services or in the performance of office's health care operations. The Notice of
Privacy Practices also describes my rights and the responsibilities and duties of this office with

respect to my protected health information. The Notice of Privacy Practices is also posted in the

facility.

,Christopher P. Koontz, DDS, PS reserves the right to change the privacy practices that are

described in the Notice of Privacy Practices. lf privacy practices change, lwill be offered a copy

of the revised Notice of Privacy Practices at the time of my first visit after the revisions become

effective. I may also obtain a revised Notice of Privacy Practices by requesting that one be

mailed to me.

ADDITIONAL DISCLOSURE AUTHORITY

SPOUSE ONLY es Eruo

OIHER {PLEASE SPECIFY)

Name of Patient or Personal Representative Signature of Patient or Personal Representative

Date Description of Personal Representative's Authority

ln addition to the allowable disclosures described in the Notice of Privacy Practices, I hereby specifically

authorize disclosure of my protected health care information to the persons indicated below.

ANY MEMBER OF MY IMMEDIATE FAMILY: fl"r n No

D". n rtro



l(00ilIInrNrAL

We consider anlthing over 15 minutes to be a missed appointment and the short-notice fee may be
charged.

Pavment Options
Cash, Check, Credit Card, or Carecredit
We charge 1.50lo monthly interest on all accounts with a remaining balance after 60 days, regardless
of insurance payment delays.

Please be aware that any parent bringing a child to our office is legally responsible for payment
same day ofall services rendered. Please make arrangements for payment ofa dependent's
appointment before arriving or the same day as appointment.

I understand it is my responsibility to provide updated insurance information prior to time ofservice.
I also understand PAYMENT IS DUE DAy OF SERWCE
I have read the details ofthis Financial Policy. _

(initial)

Signature: Date:

Printed Name:

Christopher P Koontz, DDs
2617 Griffin Avenue, Enumclaw, WA 98022

350-825-2191

FINANCIAL POLICY

SHORT NOTICE CANCELATION POLICY: We require 2 business days to cancel or reschedule your
appointment or there will be a fee of $50 per hour. (with the exception of illness or emergency)

An account is past due after 60 days without any payment at which time we begin the collection
process.

Koontz Dental charges $35.00 for returned checks.



l(00llTIoENrAL

Records Release

Patients Name:

Date of Birth:

I am requesting my records from:

Office Name:

Office Phone Number:

Please email my records to koontztlental(d gmail.com

Patient or Guardian's signature:

Christopher P Koontz, DDS

2517 Griffin Avenue, Enumclaw, WA 98022
360-825-2191

Date:


