
   ANDERSON DENTAL CENTER     
        Bill Anderson DDS and Austin Hoffner DDS 
         1401 East Sandusky St. Findlay, Oh 45840 
             419-424-5850 

 
ANDERSON DENTAL CENTER WELCOMES YOU!!! 

 
Thank you for choosing our office! We strive to deliver high quality dental care to 
our patients with a professional level of customer service. 
 
Our goal is to provide the service and care that you deserve. At the onset of your 
treatment we will provide you with an estimate of your total treatment costs. Our 
goal is to help you afford your dental choices. Please understand that we can only 
provide you with an estimate.  Should the need for additional treatment arise during 
the course of the original treatment plan, the fees could change.  Be assured that we 
will notify you of fee changes and obtain your approval prior to proceeding with 
treatment.  Please take a moment to review the financial options offered. 
  
■ Payment in full the day of treatment.  

To demonstrate our appreciation for prompt payment, we will extend a 5% 
reduction of the total fee. This applies to those without insurance. 
 

■ We are pleased to offer Third party financing for large treatment plans.  
Please see front desk prior to treatment for more details. 

 
■ As a courtesy we are happy to bill your dental plan for services. But do keep 

in mind that your dental benefits are a matter of contract between you and 
the insurance company, not Anderson Dental. Regardless of coverage your 
estimated portion is due in full the day of treatment. If your dental plan does 
not pay with-in 30 days you must pay any outstanding balance and seek 
reimbursement from your dental plan.   

Remember that dental insurance is not designed to cover all of your dental needs,  
the amount is based on the plan selected and purchased by your employer. 
 
PAST DUE ACCOUNTS: Our experience has shown that it is important that you 
understand what happens if you fail to pay for our services.  If your account is more 
than 60 days past due, (1) your relationship with The Anderson Dental Center is 
terminated, (2) your account will be referred to collection, (3) you agree that a 
collection charge of $50.00 is added to your account, (4) your credit rating may be 
affected, and (5) you (and the IRS) will receive an IRS Form 1099 for the income 
you have realized by not paying. 
 
AS A COURTESEY TO STAFF AND PATIENTS PLEASE PROVIDE 48 HOURS 
NOTICE IF YOU ARE UNABLE TO KEEP AN APPOINTMENT. PLEASE CALL 
DURING BUSINESS HOURS! ($35 CHARGE FOR MISSED APPOINTMENTS) 
 



 
 
 
  

  
 PATIENT CONSENT FORM 

 
 
I understand that, under the Health Insurance Portability & Accountability Act of 
1996 (HIPAA), I have certain right to privacy regarding my protected health 
information, I understand that this information can and will be used to: 
 
 � Conduct, plan and direct my treatment and follow-up among multiple  
     healthcare providers who may be involved in that treatment directly and  
     in-directly. 
           �  Obtain payment from third-party payers 
           �  Conduct normal healthcare operations such as quality assessments and  
     physician certifications. 
 
I have been informed by you of your Notice of Privacy Practices containing a more 
complete description of the uses and disclosures of my health information.  I have 
been given the right to review such Notice of Privacy Practices prior to signing this 
consent.  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 below 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 healthcare 
operations.  I also understand you are not required to agree to my requested 
restrictions, but if you do agree then you are bound to abide by such restrictions.   
 
I understand that I may revoke this consent in writing at any time, except to the 
extent you have taken action relying on this consent. 
 

******PLEASE SIGN PATIENT INFORMATION SHEET******* 
            THAT YOU HAVE READ AND RECEIVED A COPY 

        OF THE HIPAA CONSENT FORM AND 
 FINANCIAL OBLIGATIONS. 

    THANK YOU    
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