
ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

‘You May Refuse to Sign this Acknowledgement’

I, _____________________________________________, have received a copy of this
office’s Notice of Privacy Practices.

	 ___________________________________________________________________
	 Please Print Name of Patient

	 ___________________________________________________________________
	 Signature of Patient or Legal Guardian

	 ___________________________________________________________________
	 Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy 
Practices, but acknowledgement could not be obtained because:

	 o Individual refused to sign

	 o Communication barriers prohibited obtaining the acknowledgement

	 o An emergency situation prevented us from obtaining acknowledgement

	 o Other (Please Specify)

378 East 400 South, Suite 1
Springville, UT 84663

801-489-9456

SPRINGVILLE

1284 N Canyon Creek Parkway
Spanish Fork, UT 84660

801-405-9301

SPANISH FORK

451 E Main Street
Santaquin, UT 84655

801-658-0221

SANTAQUIN

Springville Dentistry 
 

Dr. Richard Francis, Dr. Kyle Marshall, & Dr. Dale Hadley  

 

Date  _____________      
 

 

Name  ______________________________________________________________________       Gender:  �  Male      � Female     
          First                                     MiI                              Last                                    Preferred 
 

    Minor   � Single  � Married  � Divorced    � Separated       � Widow          Spouse name _______________ 
 

Birth Date __________________________  Social Security Number _______________________________ 
 

Address _______________________________________  City ____________________  State ________________ Zip ___________ 
 

Phone Numbers:  Home ________________ Work __________________  Cell _________________ Other ___________________ 
 

E-mail Address ___________________________________________  Drivers License Number _____________________ State ____ 
 

Employer ________________________________  Phone __________________________ 
 

Address _____________________________________ City ____________________  State ____________ Zip _________ 
 

Emergency Contact ___________________________  Phone ___________________  Relation to Patient ____________________ 
 

Whom may we thank for referring you to us?  ______________________________________________________ 
 

(If different from above) 

Name ________________________________________    Relation to Patient:    � Parent         �  Self    Other ____________ 
 

Birth Date ____________________  Social Security Number ________________________   Gender     Male  �       Female  � 
 

Address __________________________________  City _________________________ State _______________ Zip ____________ 
 

Phone Numbers:  Home _________________  Work _________________  Cell __________________  Other ________________ 
 

E-mail address ____________________________________  Drivers License Number ________________________ 
 

Employer ____________________________________________ 
 

Address _____________________________________ City ____________________  State ____________ Zip _________ 

Primary 
 

Name of Insured ____________________________________ 
 

Birth Date ___________________ 
 

Relation to Patient:  � Self    �  Spouse    � Parent   
 

Insurance Plan ______________________________________ 
 

Employer __________________________________ 
 

ID # _______________________ 
 

Group # _________________________ 
 

Insurance plan address ________________________________ 
 

City _______________________ State _________ Zip _______ 

Secondary 
 

Name of Insured ____________________________________ 
 

Birth Date ___________________ 
 

Relation to Patient:   � Self      � Spouse     � Parent  
 

Insurance Plan ______________________________________ 
 

Employer _______________________________________ 
 

ID # _______________________ 
 

Group # _________________________ 
 

Insurance plan address _______________________________ 
 

City ______________________ State __________ Zip ______

Richard W. Francis, D.D.S., F.A.G.D. l Kyle R. Marshall, D.D.S., F.A.G.D.
Eric L. Swenson, D.D.S, F.A.G.D., A.B.G.D. l Rachel K. Shaw, D.M.D.

378 East 400 South, Suite 1
Springville, UT 84663 l 801-489-9456

378 East 400 South, Suite 1
Springville, UT 84663

801-489-9456

1284 Canyon Creek Parkway
Spanish Fork, UT 84660

801-405-9301

SPRINGVILLE SPANISH FORK



OFFICE FINANCIAL POLICIES and FEDERAL TRUTH-IN-LENDING STATEMENT

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends 
upon reimbursement from our patients for the costs incurred in their care to remain viable. Therefore, financial 
responsibility on the part of each patient must be determined before treatment. All emergency dental services, or any 
dental services performed without previous financial arrangements, must be paid for in cash at the time services are 
rendered.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and 
that he or she is personally responsible for payment of all dental services. This office will help prepare the insurance forms 
of our patients or assist in making collections from insurance companies and will credit any such collections received to 
the patient’s account. However, this dental office cannot render services on the assumption that our charges will be paid in 
full by an insurance company.

A service charge of 1 1/2% per month (18% per annum) on the unpaid balance will be assessed on all accounts exceeding 
sixty (60) days from the date of service unless previously written financial arrangements are made. I understand that the 
fee estimate listed for this dental care can only be extended for a period of six (6) months from the date of the patient 
examination.

In consideration for the professional services rendered to be rendered to me, or at my request, to my minor child or ward, 
by the dentist, I agree to pay the fees charged for the dental services provided to me or my assignee at the time that the 
services are rendered, or within five (5) days of billing if credit shall be extended. I further agree to pay the remaining 
balance plus reasonable attorney fees, court costs and a collection agency commission of 40% of the delinquent balance 
if the account is assigned to a collection agency or attorney. I authorize the release of financially identifiable information 
concerning my account, including charges billed, payments made, and interest charges assessed, etc. to the dentist’s 
collection agency or collection attorney should collection procedures as described become necessary.

I grant my permission to you or your assignee to telephone me at home or at my workplace to discuss matters related to 
this form. I also agree to let this office leave messages concerning appointments and/or results on my answering machine 
or with a family member. I authorize the dentist or designees to assign a fee of twenty five dollars ($25) per every half hour 
in length of a failed appointment if notification is not given to the dentist at least twenty four (24) hours in advance.

1 herby consent to being contacted by telephone at any telephone number (including but not limited to wireless/cellular 
phone numbers) provided by me or anyone associated with me or acting on my behalf to Springville Dentistry or anyone 
acting on its behalf. I understand and agree that such calls may be initiated by Springville Dentistry or any of its affiliates, 
agents, contractors or assigns, including but not limited to billing companies and/or third-party collection agency(ies), 
and that the methods of contact may include using pre-recorded/artificial voice messages and/or the use of an automated 
dialing service and/or the use of text messages - some or all of which may result in data charges. I also consent to receive 
e-mails at any e-mail address provided by me or anyone associated with me or acting on my behalf.

This agreement supersedes all prior agreements signed, including any and all mediation or mediation/arbitration 
agreements. I acknowledge that any prior mediation or mediation/arbitration agreements signed previously related to 
financial arrangements or quality of care are null and void.

I authorize the dentist or his designees to release financially identifiable information and treatment descriptions and 
information either electronically, by facsimile or in paper form to my insurance carrier or any related entities that require 
such information to be submitted.

I acknowledge that I have received a copy of this office’s Privacy Policies. I agree to disclose to the dentist names of any 
individuals with whom I authorize the dentist to discuss my dental care.

I certify that I have answered all questions on both sides of this form accurately and to the best of my knowledge. I hereby 
agree to abide by the conditions outlined herein.

         ________________________________  	 ___________		  ________________________
         Signature of patient, parent or guardian	 	         Date 		         Relationship to patient


