
Financial Agreement

Signature: ________________________________________ 

Name (print): _____________________________________

Date: ________________

* All fees or copays are due at the time of service.
* Checks that are returned due to insufficient funds are subject to a $25 service.
* For my convenience, this office may release my information to my insurance company, if

applicable, and receive payment directly from them. I authorize my insurance company to pay
benefits directly to Sweet Life Dental or Dr. Tzeng.

* Every effort will be made to help me with my insurance, and the office strives to provide accurate
information regarding my insurance eligibility and payment. However, I understand that the office
can only give estimates at best, and if my insurance does not pay as expected, I will be responsible
for any fees not paid.

* On any outstanding balance 30 days past due, I agree to pay finance charges of 1.5% per
month (18% APR).

* If there is an outstanding balance 60 days past due, my account will be sent to collections, and I
agree to pay all related fees and attorney/court costs.

* Appointments broken without 24 hours notice are subject to a $50 fee per hour blocked for my 
appointment. Exceptions for extenuating circumstances may be considered. 

* Treatment plans may change, and if so, I will be responsible for the work actually done.
* There is a $25 fee for any release of x-rays and/or records. Please allow ten (10) business days.

Privacy Act Agreement
I understand that I have certain rights to privacy regarding my protected health information. These 
rights are given to me under the Health Insurance Portability and Accountability Act of 1996 
(HIPAA or the Healthcare Privacy Act). I understand that by signing this consent, I authorize Sweet 
Life Dental to use and/or disclose my protected information to carry out the following:

• Treatment which includes direct and/or indirect treatment by other healthcare providers
involved in my treatment.

• Obtaining payment from third party payers, ie my dental and/or medical insurance company.
• The day to day healthcare operations of the dental practice.

If I wish to review and secure a detailed copy of Sweet Life Dental's HIPAA Notice of Privacy 
Practices, I have informed the practice.  I understand that you reserve the right to change the terms 
of this notice from time to time and that I may request the most current copy of this notice. I 
understand that I have the right to request restrictions on how my protected health information is 
used and disclosed to carry out treatment, payment, and healthcare operations.  I understand that I 
may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior 
to the date I revoke this consent will not be affected.

I understand the office's financial policy and consent to the office's privacy act agreement and have 
been given the opportunity to ask any questions.




