New Patient Office Policy Agreement

The New Patient Office Policy Agreement states rules and regulations for Calgary Dental House. The Sections listed
below indicate what actions are taken during instances of late or no show appointments and payment options for our
patients. Calgary Dental House has flexible and a wide variety of operational hours. We understand that every patient
has a unique schedule; ensuring we do our best to accommodate each and every patient’s agenda. In return, we do
expect our patients to respect the time and effort that goes into each scheduled appointment. In an event where you
are unable to make your appointment, we do require a minimum 24 hour notice. This is to ensure that we can schedule
an appointment for patients in need of urgent treatment.

SECTION A) APPOINTMENTS:

I, <<Patient First Name>> <<Patient Last Name>>, understand that any appointment | schedule with Calgary Dental
House, is considered confirmed at the time of booking. As a friendly reminder, Calgary Dental House will call 48
hours prior, to ensure appointment confirmation. My scheduled appointment reserves services provided by the Dr
and/or Hygienist. If for any reason, you must cancel or reschedule my appointment, we ask you do at the time of
confirmation or prior to with a minimum of a 24 hour notice.

SECTION B) NO SHOW APPOINTMENTS:

Calgary Dental House guarantees a 48 hour confirmation call for scheduled appointments. In a case where a voice
message is left and the patient fails to respond, the appointment is still considered scheduled and confirmed unless
otherwise stated by the patient. A patient that does not show up for their scheduled appointment without 24 hour
notice, is considered a no-show appointment. |, <<Patient First Name>> <<Patient Last Name>>, understand that in
an event of a no-show appointment, this information will be recorded in my patient file, and can result in a penalty
fee of up to $50.00. The appointment length will be assessed and put into consideration. After three no-show
appointments, a deposit of 10% of the total cost for scheduled treatment must be made at time of booking. Once a
payment is made by your insurance company, a refund will be made to you by cheque if necessary or if you wish,
you may also keep a credit on file.

SECTION C) PAYMENT POLICY:

Calgary Dental House is an assignment practice and we offer direct billing for the accommaodation for our patients.
As financial protection for our office, we ask that we keep a credit card on file. The credit card on file will not be
processed without verbal or written consent from the card holder up to 60 days. In a case where the patient balance
is 61 - 90 days past due and communication has been attempted numerous times, the credit card on file will be
processed. If payment is still not made after 90 + days past due, the account will be sent to a collection agency. Our
office must be notified as soon as possible if any changes or updates are made in your insurance plan as your
insurance provider does not inform us. As a courtesy to you, Calgary Dental House will accept payment directly from
your insurance company for your dental care where the following conditions are met:

An active credit card must be kept on file.
Uninsured payments must be paid in full on the date of service.

You will be notified if your dental insurance provider is inactive with payment 60 days following treatment by our
practice.




If your insurance provider does not respond with payment after 90 days following treatment, you are held
completely responsible for the outstanding balance. Please note that by this time we have contacted your insurance
provider minimum of 3 times.

Please understand that each insurance plan for each patient has its own exceptions and limitations. While our office
strives to give a thorough explanation of insurance coverage, as a provider, we are limited to the information we can
access. Therefore, I, <<Patient First Name>> <<Patient Last Name>>, understand that | must be well-informed of my
dental benefits.

Unless other arrangements have been made, we require payment in full on date of service and a credit card on file
for patients who would like to do direct billing or do not have dental insurance. If there is any outstanding charges
on your account, payment is expected in full prior to your next appointment. If full payment is not made your
appointment will be rescheduled until payment has been received.

|, <<Patient First Name>> <<Patient Last Name>>, have read and understand section A, B, and C of the Calgary Dental
House New Patient Office Policy Agreement. | understand that Calgary Dental House requires a minimum of 24 hour
notice for cancellation and understand the consequences listed above in the event of a no show appointment. |,
<<Patient First Name>> <<Patient Last Name>>, understand | must be well informed of my own dental benefits. If |
do not have dental insurance, a credit card must be on file and | am completely responsible for payment in full on
date of service.

PERSONAL INFORMATION PRIVACY ACT (PIPA) CONSENT FORM

Our office staff understands the importance of protecting your personal information and we are committed to
collecting, using, and disclosing your personal information responsibly. We will only collect, use, and share the
information contained in your dental records, including personal information, photos, x-rays, and clinical
information, as is reasonably necessary for the following:

To communicate with other health care providers, including specialists, general dentists, and doctors as it pertains
to your health care or for lawful identification purpose.

For Dr. Crawford and Dr. Reddy's research, dental health promotion, education and study between colleagues and
with dental patients. Your name will remain confidential.

To obtain information from your dental plan insurance provider on dental coverage and benefits for the purpose of
assisting you with estimates, pre-authorizations for treatment, claims, and accepting assignment of payment for
claims on your behalf.

For the purpose of billing and maintaining contact with our patients.

I, <<Patient First Name>> <<Patient Last Name>>, consent to the collection, use, and disclosure of my personal
information as set out above and this consent shall continue in effect until the undersigned revokes the same.

Patient Name: <<Patient First Name>> <<Patient Last Name>>

Date: <<Date>>



