




‭AZITA ANISSI D.D.S.‬
‭Financial Policy‬

‭The following is the policy of Azita Anissi, D.D.S.‬

‭Payment and copayments for all patients (with insurance or uninsured)  for all‬
‭office services are due on the date of service. We accept various forms of‬
‭payment including cash, personal check, Visa, Mastercard, Discover, and‬
‭American Express. We do not offer payment plans.‬

‭Cancellation of appointments must be 24 hours prior to the scheduled date. A‬
‭broken appointment will result in a $50 fee applied to the patient's account and‬
‭a history of broken appointments may result in dismissal from this practice.‬

‭I authorize payment of medical benefits to Azita Anissi, D.D.S. for services‬
‭rendered and release any medical information required to process the payment‬
‭claim.‬

‭X_____________________                 X______________________‬
‭Please sign name                                                             Please print name‬

‭X_____________________‬
‭Date‬



‭Azita Anissi D.D.S Privacy Policy‬

‭Acknowledgement of Receipt‬

‭I acknowledge that a copy of the Azita Anissi D.D.S. Privacy Notice bearing the‬
‭effective date of January 1, 20_ _ has been made available to me. I have reviewed‬
‭and I acknowledge the content of this document as indicated by my signature below.‬

‭X________________________          X___________________________‬
‭Print name‬ ‭Signature‬

‭X________________________‬
‭Date‬


