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Evans Family Dental Associates 
A. Todd Weaver, D.M.D.                                                                              

P.O. Box 410 
Evans, GA  30809 

(706) 868-8145 
 
OUR FINANCIAL POLICY 
 
Thank you for choosing us as your dental care provider.  We are committed to the best treatment possible.  
Please understand that payment of your account is considered part of your treatment.  The following is a 
statement of our Financial Policy, which we require that you read and sign prior to any dental treatment. 
 
REGARDING INSURANCE 
 
We accept assignment of insurance benefits after verification of your dental plan.  We cannot bill your 
insurance company unless you give us your insurance information.  Your insurance policy is a contract 
between you and your insurance company.  We are not a party to that contract.  The balance is your 
responsibility whether your insurance company pays or not.  Our office files your insurance as a courtesy.  
Ultimately it is your responsibility to follow up with it.  Regarding insurance plans where we are a 
participating provider, all co-pays and deductibles are due on the date of service.  We make every effort 
possible to attain payment from your insurance provider; however, any balance remaining after insurance is 
the patients responsibility.  Outstanding balances should be paid in full within 60 days of 2 billing cycles 
unless other arrangements have been made.  If your account is turned over for collection, you will 
additionally be responsible for any and all collection fees. 
 
USUAL AND CUSTOMARY RATES 
 
Our practice is committed to providing the best dental treatment for our patients and we charge what is 
usual and customary for our area. You are responsible for payment regardless of any insurance company’s 
arbitrary determination of usual and customary rates. 
 
ADULT PATIENTS 
 
Adult patients are responsible for their deductibles and co-payments at the time of service. 
 
MINOR PATIENTS 
 
The adult accompanying a minor is responsible for deductible and co-payment at time of service.  Please 
do not leave your child here alone, when coming in for dental services.  We ask that parents remain in our 
reception area during treatment. 
 
MISSED APPOINTMENTS 
 
Unless canceled at least 24 hours in advance, our policy is to charge for missed appointments at the rate of 
a normal visit.  Please help us serve you better by keeping scheduled appointments. 
 
Thank you for understanding our Financial Policy.  Please let us know if you have any questions or 
concerns.  I have read the Financial Policy; I understand and agree to the Financial Policy. 
 
_________________________________ DATE _______________ 
Patient or Responsible Party 
 
_________________________________ DATE _______________ 
Co-Responsible Party  
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Patient Consent Form 
 
 
 
 

I understand that, under the Health Insurance Portability & Accountability Act of 
1966 (HIPAA), I have certain rights to privacy regarding my 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 have been informed by you of your Notice of Privacy Practices containing a 
more complete description of the uses disclosures of my health information.  I 
have been given the right to review such Notice of Privacy Practices prior to 
signing this consent. 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 below to obtain a current copy of the 
Notice of Privacy 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. 
 
I understand that I may revoke this consent in writing at any time, except to the 
extent that you have taken action relying on this consent. 
 
 
 
Patient Name: ________________________________________________ 
 
Signature:____________________________________________________ 
 
Relationship to Patient:__________________________________________ 
 
Date:_______________________________ 


	FORMS-101
	1
	2

	Patient: 
	Text108: 
	Birthdate: 
	Home Phone: 
	undefined: 
	Address: 
	City: 
	State: 
	Zip: 
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box99: Off
	Check Box101: Off
	Check Box103: Off
	Check Box98: Off
	Check Box100: Off
	Check Box102: Off
	0 Partnered for: 
	Email: 
	Cell Phone 1: 
	undefined_2: 
	Cell Phone 2: 
	undefined_3: 
	EmployerSchool: 
	EmployerSchool Phone: 
	undefined_4: 
	EmployerSchool Address: 
	City_2: 
	State_2: 
	Zip_2: 
	Spouse or Parents Name: 
	Text106: 
	Work Phone: 
	undefined_5: 
	Text92: 
	Text93: 
	Phone: 
	Text94: 
	Address_2: 
	Home Phone_2: 
	undefined_6: 
	Drivers License: 
	Birthdate_2: 
	Bank: 
	Employer: 
	Work Phone_2: 
	undefined_7: 
	Check Box90: Off
	Check Box91: Off
	Email_2: 
	Cell Phone: 
	undefined_8: 
	Text104: 
	Birthdate_3: 
	Social Security: 
	Date Employed: 
	Employer_2: 
	Work Phone_3: 
	Text110: 
	Employer Address: 
	City_3: 
	State_3: 
	Zip_3: 
	Insurance Company: 
	Group: 
	Union or Local: 
	Address_3: 
	City_4: 
	State_4: 
	Zip_4: 
	How much is your deductible: 
	Text88: 
	Max Annual Benefit: 
	Name of Insured: 
	Relation to Patient_3: 
	Text76: 
	Social Security_2: 
	Date Employed_2: 
	Text77: 
	Work Phone_4: 
	undefined_9: 
	Text78: 
	Text79: 
	Text80: 
	Zip_5: 
	Text81: 
	Text82: 
	Union or Local_2: 
	Text83: 
	Text84: 
	Text85: 
	Zip_6: 
	Text86: 
	Text87: 
	Max Annual Benefit_2: 
	DENTAL HISTORY: 
	Date of last dental care: 
	Reason for todays visit: 
	undefined_10: 
	Date of last dental Xrays: 
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box74: Off
	0 Food collection between the teeth: 
	D Sores or growths in your mouth: 
	MEDICAL HISTORY: 
	Date of last visit: 
	Check Box59: Off
	Check Box60: Off
	Check Box49: Off
	Check Box50: Off
	If yes describe: 
	Check Box51: Off
	Check Box52: Off
	If yes give approximate dates: 
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box1: Off
	Check Box8: Off
	Check Box9: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box2: Off
	Check Box7: Off
	Check Box10: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box3: Off
	Check Box6: Off
	Check Box11: Off
	Check Box31: Off
	Check Box32: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box4: Off
	Check Box5: Off
	Check Box12: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	List medications you are currently taking and the correlating diagnosis 2: 
	Allergies 2: 
	Text48: Todd A. Weaver
	CoResponsible Party: 
	Patient Name: 
	Date: 
	Patient or Responsible Party: 
	Relation to Patient: 
	Text1: 
	Text2: 


