


Dennise Brucken


Dennise Brucken






	

Bryan	T.	Welch,	DDS	
	

	

Appointment	Policy	

We	value	your	time;	your	appointment	is	reserved	for	you	alone.		We	request	that	when	you	make	an	
appointment,	that	you	make	every	effort	to	keep	it.	
Like	many	offices,	we	will	remind	you	of	your	appointment.		Please	call	us	to	confirm	that	you	received	
the	reminder	and	will	be	at	your	appointment.		Likewise,	if	you	cannot	make	an	appointment	as	
scheduled,	please	notify	our	office	as	soon	as	possible.		

There	will	be	a	charge	of	$50	for	appointments	cancelled	with	less	than	2	business	days’	notice.		The	
true	cost	of	a	broken	appointment	is	much	more	expensive	than	this,	so	if	you	cancel	multiple	
appointments	with	little	or	no	notice,	we	reserve	the	right	to	dismiss	you	from	our	care.	

By	signing	below,	you	acknowledge	that	you	have	read	and	agree	to	this	appointment	policy.	

	

	

______________________________________________							 _______________________________	
Patient,	Parent	or	Guardian	Signature	 	 	 	 Date	
	
	
______________________________________________	
Patient	Name	(Please	Print)	
	



1.		If	paid	within	the	promotional	period.		Otherwise	interest	assessed	from	purchase	date.		Minimum	monthly	payment	required.	
2.		Subject	to	credit	approval.	
3.		If	we	do	not	receive	payment	from	your	insurance	carrier	within	45	days	you	will	be	responsible	for	payment	of	your	treatment	fees	and	collection	of	your	
benefits	directly	from	your	insurance	carrier.	

	

Bryan	T.	Welch,	DDS	
	

	

Financial	Policy	

Thank	you	for	choosing	Bryan	T	Welch	DDS.		Our	primary	mission	is	to	deliver	the	best	and	most	comprehensive	
dental	care	available.		An	important	part	of	that	mission	is	making	the	cost	of	optimal	care	as	easy	and	manageable	
for	our	patients	as	possible	by	offering	several	payment	options.	

Payment	in	full	is	expected	at	time	of	service.		Alternative	financial	arrangements	must	be	discussed	prior	to	
commencing	with	treatment.	

Payment	Options	

We	offer	two	options	for	payment:	

1. Cash,	Check	or	Credit	Card	
• For	treatments	of	$500	or	more	we	offer	a	5%	courtesy	adjustment	for	payment	in	full	by	cash	or	

check	at	the	time	the	appointment	is	scheduled.	
2. NO	INTEREST1	Payment	Plans2	from	CareCredit	

• See	Receptionist	for	options,	terms	and	restrictions.	

For	patients	with	dental	benefits	we	are	happy	to	work	with	your	carrier	to	maximize	your	benefit	and	directly	bill	
them	for	your	treatment.3	

Bryan	T	Welch	DDS	charges	$25	for	returned	checks.	

In	the	event	the	undersigned	is	unable	to	maintain	his	or	her	account	in	good	standing,	Bryan	T	Welch	DDS	may	be	
required	to	initiate	legal	action.		The	undersigned	agrees	to	pay	all	cost	of	collection	including	attorney	fees,	
collection	fees,	and	contingent	fees	to	collection	agencies.	

	

______________________________________________							 _______________________________	
Patient,	Parent	or	Guardian	Signature	 	 	 	 Date	
	
	
______________________________________________	
Patient	Name	(Please	Print)	



Bryan T. Welch D.D.S., P.C. 

ACKNOWLEDGEMENT OF RECEIPT OF 
HIPAA NOTICE OF PRIVACY PRACTICES 

 
 

I acknowledge that I have received a copy of this Dental Practice's HIPAA Notice of Privacy 
Practices.    
 
 
        
Patient Name (Please Print)   
 
 
             
Patient Signature  Date 
 
OR 
 
______________________________ 
Signature of Personal Representative 
 
Authority of Personal Representative to Sign for Patient (check one):  
 
□  Parent  □  Guardian □  Power of Attorney  □  Other:       
 

Please Note: It is your right to refuse to sign this Acknowledgement. 
 

                                                                                                                                                              
Dental Office Use Only 

 
I tried to obtain written Acknowledgement by the individual noted above of receipt of our Notice 
of Privacy Practices, but it could not be obtained because: 
 
          An emergency prevented us from obtaining acknowledgement. 
 
          A communication barrier prevented us from obtaining acknowledgement. 
 
          The individual was unwilling to sign. 
 
          Other:_____________________________________________________________ 
  
             
Staff Member Signature  Date 
 
 
	


