








Response Date: 

INFORMATION RELEASE FORM

Patient Name 

I give Ted Eckermann, DDS and Marian Burgard, DMD my permission to release any medical information to the following person(s) on

my behalf.

Please list name(s) and relations here:

Signature  Date 

 

Ted Eckermann, D.D.S.

539 Long Pond Road Suite 1 • Rochester, NY 14612 (585)621-2040

TedEckermannDDS.com

tedeckermanndds@rochester.rr.com



Response Date: 

Notice of Privacy Practices Acknowledgement

I understand that under the health insurance portability & accountability Act of 1996 (HIPAA), I have certain rights to privacy regarding

my protection 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 certificates.

I have received, read, and understand your Notice of Privacy Practices containing a more complete description of use and disclosures

of my health information. 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 above 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 that you are not required to agree to my requested restrictions, but if you do

agree then you are bound to abide by such restrictions.

Patient Name * 

Relationship to patient (if applicable) 

Signature  Date 

 

Ted Eckermann, D.D.S.

539 Long Pond Road Suite 1 • Rochester, NY 14612 (585)621-2040

TedEckermannDDS.com

tedeckermanndds@rochester.rr.com



Response Date: 

OFFICE POLICIES

Late Charges

You will be notified monthly of your account status by 1st class main. If there is an outstanding balance that is past due, a monthly
account fee of $5.00 to cover billing charges or 1.8% interest of the outstanding balance will be charged to your account, whichever is
greater. Please keep in mind balances begin to age from the date treatment began, not after insurance has paid the claim. If insurance
takes longer than 60 days to make payment on your claim, you are responsible to pay the balance to avoid finance charges. Accounts
will be turned over to collection if they are past due 90 days and no formal financial agreements have been made.

Dental Insurances

Our office staff provides the courtesy of submitting all dental claims to the dental insurance companies, given the necessary dental
information is provided. However, the insurance contract is between the patient and their insurance company, therefore it remains the
patient's responsibility to know the terms of their insurance plan and their coverage. Estimated co-pay is due at the time of service,
unless a payment plan is established. Patients who receive payment directly from their insurance company must pay in full at the time
of service. A patient must notify the office if there is any change in coverage, as insurance companies do not update our office.

Missed Appointments

If you are unable to keep a scheduled appointment, please remember to call our office at least 48 hours in advance to reschedule,
during our regular business hours. Missed appointments without 48 hours notice will result in a missed appointment charge, which is
not covered by your dental insurance. Please make every effort to keep your scheduled appointment; prolonging the time between
appointments can negatively affect your treatment and your overall dental health.

Acknowledgment

I understand the office policies and I agree to be responsible for payment of all services rendered on my behalf or to my dependents. In
case of default on payment of this account I agree to pay collection costs and reasonable attorney fees incurred in attempting to
collect on this amount or any future outstanding account balances.

Patient Name 

Signature  Date 

 

Ted Eckermann, D.D.S.

539 Long Pond Road Suite 1 • Rochester, NY 14612 (585)621-2040

TedEckermannDDS.com

tedeckermanndds@rochester.rr.com
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