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Blake M. Bullard, D.D.S., P.L.L.C.
5008 W. University Blvd.
Durant, OK 74701
(580) 931-3366.

Financial and HIPAA Privacy Policy

Thank you for choosing Bullard Dental. Our mission is to deliver the best and most comprehensive
dental care available. Animportant part of that mission is making the cost of optimal care as easy and
manageable for our patients as possible by offering several payment options.
Payment options:
You can choose from:

e Cash, Check, Visa, Mastercard and Discover

¢ Nointerest payment plans from Care Credit:
Please note: 5
Bullard Dental requires payment prior to the completion of your treatment. If you choose to
discontinue care before treatment is complete, your refund will be determined upon review of your
case.

For plans requiring more than 2 appointments, alternative payment arrangements may be provided.

For patlents with dental Insurance, we are happy to work with your carrier to maximize your benefits,
however, you will be responsible for your deductible and your portion of treatment the day of service.

Bullard Dental charges a $25.00 fee for returned checks.

If you have any questions, please do not hesitate to ask. We are here to help you get the dental
treatment you want and need.

Please note this office will hold balances up to 60 days. At this time, if no other arrangements have
been made, balance will be assigni:d to a collection agency and/or collection attorney.

I have read and understand the financial policy and the copy of the HIPPA privacy policy that was
provided by Bullard Dental.

Signature: Date:
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Blake M. Bullard, D.D.S., P.L.L.C.

5008 W. University Blvd.
Durant, OK 74701
(580) 931-3366

Assignment Consent:
Do you have insurance that may cover any part of our professional services? yes, no
If yes: name of primary employer, insurance company
Policy or group number. member ID
Members’ social security number birthdate

| hereby authorize payment directly to the above named dentist of the group insurance benefits
otherwise payable to me. :

Information release:
| consent for Bullard Dental to share my personal information with the following:

Name:,

| hereby authorize that | have read and understand the assignment consent and information release.

Signature Date



BLAKE BULLARD DDS
5008 West University Boulevard
Durant, Oklahoma 74701
580-931-3366

Patient Name: Date:

e I have been offered and/or received a copy of ‘the currently effective Notice of
Privacy Practices for Dr. Blake Bullard DDS.
e I may refuse to sign.

e Expiration: 3 years from initial signature; insurance change; patient reaches age of
18.

e Iunderstand that I may request a copy. of the privacy policies at any time.
e I understand that my PHI (Protected Health Information) can and will be used for
purposes of treatment and for payment from both myself and/or third party.

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR
DENTAL INFORMATION:

Name: Relationship: Phone

Name: Relationship: Phone

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY
DENTAL APPOINTMENTS, TREATMENT & BILLING INFORMATION
AND INFORMATION ABOUT MY DENTAL HEALTH VIA:

0 Message on: 0 Home Phone [ Cell Phone O Work Phone

0 Email
O U. S. Mail / Postcard
O Any of the above

Please print your name Please sign your name

[ Patient [ Parent [ Guardian Other:
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