Alfred W. Hollis, D.D.S. PLLC
157 Lake Avenue, Saratoga Springs, NY 12866
OFFICE HOURS:

Monday –Thursday 8:00am -5:00pm
Closed daily between 1pm-2pm

RELEASE: I give Alfred W. Hollis, D.D.S. PLLC permission to use my x-rays, models, and clinical
photographs in lecture or clinical publications.

BROKEN APPOINTMENTS: If you must disappoint us for the time planned exclusively for

your dental needs, kindly give us at least 48 hours to avoid a failed appointment charge.

FINANCIAL SERVICES:

Dental care is an excellent investment in an individual’s health and wellbeing. More and more
Americans today are placing aesthetic and reconstructive dentistry at the top of their selfimprovement list. It is our strong belief that your dental treatment should not be compromised
for financial reasons or third party influence. Being sensitive to the fact that different people have
different needs in fulfilling their financial obligations, we are pleased to offer several affordable
financial options to you.

Cash, Check, VISA, MasterCard, Discover, or ATM/Debit Cards:

You are ultimately responsible for all fees incurred regardless of whether or not you have dental
benefits.
Insurance patient’s estimated portion not covered or not directly paid to Alfred W. Hollis D.D.S.
PLLC by their primary insurance is due at the time of service. Note that even with a preauthorization an insurance company doesn’t issue guarantee of payment.

Easy Monthly Payment Plans:

While we don’t offer in office financing, we have been able to establish relationships with several
companies that can help you to finance your dental treatment. Plans vary, but most will offer
interest free plans between 6-12 months. Please feel free to inquire about this option at the time
of your appointment.

FEES: As a courtesy to you, we will honor plan fees for 90 days from the time of treatment plan

estimate. Understand that treatment needs may possibly change during the course of treatment;
you will be advised as to the appropriate course of treatment should this occur.
I understand and accept the client services information and my responsibility as a patient.

Patient (or Guardian’s) Name

Signature

Date

HIPAA-Consent Form For Patients
Alfred W. Hollis, D.D.S. PLLC
157 Lake Avenue, Saratoga Springs, NY 12866
ACKNOWLEDGMENT AND CONSENT

Acknowledgement of Receipt of Notice of Privacy Policies and Consent
for Disclosure for Treatment, Payment and Operations.
By signing below, I hereby acknowledge that I have been provided with
a copy of this office’s Notice of Privacy Practices and have therefore
been advised of how my protected health information may be used and
disclosed by the office and how I may obtain access to and control this
information. In addition, by signing below, I hereby consent to the use
and disclosure of my health information for treatment purposes,
payment activities and healthcare operations of the office as described
in the Notice.
Signature of the Patient or Personal Representative
Print Name of Patient or Personal Representative
(including description of legal authority)
___________________________________
Date

