




FINANCIAL AGREEMENT FOR THE OFFICE OF 
BRADLEY HUGHES, DDS 

This agreement is to inform you of your financial obligation to our practice.  We are committed to 
providing you with the most comprehensive dental care using only the highest quality materials and 
technology available in the market today.  We are also committed to providing you with up-to-date 
information and educational tools so that you may fully participate in maintaining optimum oral health. 
This financial agreement is intended to facilitate our ability to provide excellent service to you while 
minimizing our administrative costs. 

All charges you incur are your responsibility regardless of your insurance coverage.  We must 
emphasize that as your dental care provider, our relationship is with you, our patient, not with your 
insurance company.  Your insurance policy is an agreement between you, your employer, and the 
insurance company.  Our practice is not a party to that agreement.  If payment from your insurance 
company is not received within 60 days from date of service, you will be expected to pay the balance 
in full. 

As a courtesy to you we will help you process all your insurance claims.  You may direct your insurance 
company to pay your benefits directly to our practice by signing the authorization on the Assignment of 
Benefits Agreement.  In order for our practice to file your insurance claim, you must bring in a completed 
dental insurance form or proof of insurance at each appointment. 

Your estimated copayment for treatment, which is the amount not covered by your insurance, is due 
at the time treatment is provided.  Your estimated copayment may be adjusted after the time of 
treatment depending upon the final reconciliation of insurance payments.  Our practice accepts cash, 
personal checks, MasterCard, Visa, and Discover.  Extended payment financing is available upon 
request and approval.  

Please do not hesitate to ask if you have any questions regarding this financial agreement.  We are 
committed to providing you with the ultimate experience in dental care. 

_________________________________________________________ 
 Print Name of Patient or Responsible Party 

X_______________________________________ _____________________ 
 Signature of Patient or Responsible Party       Date 



__________________________________________________________________________________________ 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 
__________________________________________________________________________________________ 

PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY 

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry our treatment, payment activity and 
healthcare operations. 

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent. Our Notice provides a description of 
our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of your protected health information, and of other important matters 
about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we will issue a revised Notice of 
Privacy Practices, which will contain the changes. Those changes may apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including revisions of our Notice, at any time by contacting Hughes Dental Group. 

Right to Revoke: You will have the right to revoke this Consent at any time by giving us a written notice of your revocation submitted to Hughes Dental Group. Please 
understand that the revocation of this Consent will not affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to 
treat you or to continue treating you if you revoke this Consent. 

I have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices. I understand that, by signing this Consent form. I am 
giving my consent to your use and disclosure of my protected health information to carry out treatment, payment activities and health care operations.  

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. Include completed Consent in patients chart. 

PLEASE CHECK ALL THAT APPLY 

You may disclose information to my family members and or non-family members. Please list name, phone number, and 
relationship. 

NAME PHONE  NUMBER RELATIONSHIP 

You may leave Protected Health Information on my answering machine/ voicemail. 

Home Phone #:_________________________ Cell Phone #:______________________________ 

REVOCATION OF CONSENT 

I revoke my Consent for use and disclosure of my protected health information for treatment, payment activities, and healthcare operations. 

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this written Notice of Revocation. I also 
understand that you may decline to treat or to continue to treat me after I have revoked my Consent. 

Name of  Patient:  ________________________________________________________________ 

Signature: __________________________________________ Date: _______________________ 
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