
 
 

 

Consent for Treatment and Agreement 
 

 Dr. Gilliland and Dr. Rieschick strive to provide excellent dental care at a reasonable cost to you and your family.  

Their schedule is very busy, but they will always spend as much time with you and your child as necessary so that the 

procedures are performed correctly, and so that you understand exactly what they are doing. 

  

By signing below, you agree: 

1. That Dr. Gilliland and/or Dr. Rieschick may treat you or your child.  You agree that Dr. Gilliland, Dr. Rieschick 

and/or the staff may perform an initial evaluation on you or your child, after which they will prepare a treatment 

plan and provide you a copy.  You also agree that Dr. Gilliland and/or Dr. Rieschick may provide treatment to you 

or your child pursuant to that treatment plan, and that a subsequent consent need not be signed. 

2. To keep your appointments and to show up at the scheduled time.  If you are unable to keep your appointment, you 

agree to notify Holton Dental at least 24 hours in advance.  If you do not notify Holton Dental in advance, or if you 

fail to keep your appointment, you agree that Holton Dental will charge your account a cancellation fee of $50. 

3. To pay your bill promptly.  Dr. Gilliland and/or Dr. Rieschick are performing a valuable service at your request, 

and deserve to be paid in a timely manner.  You agree, therefore, that you will pay your portion of the bill at the 

time of service, and any remaining balance after insurance has paid its portion of the bill.  You agree that even if 

you have insurance, you are responsible for seeing that the bill is paid. If your insurance has not paid for the charges 

within sixty (60) days of service, you agree to pay the balance on the charges.  A 5% finance charge will be added 

to all unpaid balances over 60 days, and all future appointments will be taken off for all family members.  If you do 

not pay the bill, you agree that Holton Dental will refer the matter to a collection agency for collections.  In such 

event, you will pay a $50.00 collection cost, attorney fees, court costs and an additional 30% of your remaining 

balance.    A bad check fee of $50.00 will be added to all returned checks.    

4. To inform us if you or your child’s information changes.  You agree that even if someone else brings you or your 

child to see Dr. Gilliland and/or Dr. Rieschick, you are still financially responsible for the bill.  If you wish someone 

else to pay the bill, that person will have to sign this agreement.  You also agree that unless you notify us in writing 

of a different address, the address you supply us with initially is the one we will send all statements to. 

5. If you have dental insurance:  Holton Dental is a contracting provider with Delta Dental.  We will file these claims 

electronically for you.  The difference of payment from your insurance company is due at time of service.  If you 

have a different insurance company that we are not a contracting provider for we will submit your insurance at time 

of service and your balance is due at appointment time. 
 

ACKNOWLEDGEMENT OF NOTICE 

Purpose of Consent:  By signing this form, you consent to our use and disclosure of your protected health information to 

carry out treatment, payment activities, and healthcare operations. 

 

*I have had full opportunity to read and consider this Consent form.  I understand that, by signing this Consent, I am giving 

my consent to your use and disclosure to my protected health information to carry out treatment, payment activities, and 

health care operations. 
 

 

Signature of Person Responsible for Payment: _______________________________  Date: ___________________ 

 

Social Security #- ______________________________       Birth Date: __________________________________        

 

Patient Name: (if not self) ________________________        Relationship to Patient: ________________________ 

 

 

 



 

Notice Of Privacy Practices-HIPAA 
 

 

Patient Name:  __________________               Patient Birthday: _____________________ 
 
We are required by law to maintain the privacy of protected health information, to provide individuals with notice of our legal duties and privacy practices with 
respect to protected health information.  I authorize Holton Dental to release health information identifying me including if applicable, information about HIV 
infection or AIDS, information about substance abuse treatment, and information about mental health services.  We may disclose your health information for 
different purposes, including treatment, payment and health care options.  We will release this information to individuals involved in your care or law enforcement 
requiring patient information. 

Please initial on lines below: 

1.  Detailed description of the information to be released: 
_____All Dental Records/Medical Information 

2.  To whom may the information be released: 
_____Health Care Providers 
_____Spouse __________________________ 
_____Children 
_____Other, Please List _______________________________________________________ 

3.  If someone inquires you are in our office today, are we able to release that information? 
_____ Yes _____No 

 

Authorization for Release of Communication 
 

I authorize Holton Dental to release health and account information identifying me through electronic ways of 

communication, some of these methods, being unencrypted, such as: texting, e-mail, and voice mails. 

 

Please initial: ________ 

 
Best form of communication: 

 

 E-mail address ________________________________________ 

 

 Cell Phone number _____________________________________ 

 
 

 
When your health information is disclosed as provided in this authorization, the recipient often has no legal duty to protect your confidentiality. In many cases, the 

recipient may re-disclose the information as he/she wishes.   
I have read and understand this form. I am signing it voluntarily. I authorize the disclosure of my health information as described in this form.  Knowing my 

information will be sent in unencrypted methods.   

 

Dated: ________________ Patient Signature: __________________________________________________ 

 

If you are signing as a personal representative of the patient, describe your relationship to the patient and the source of 

your authority to sign this form: 

 

Relationship to patient: _________________________________Print Name: ____________________________ 

 

Signature of Authority:________________________________________________________________________ 


