North Florida Dentistry
1584-A Kingsley Avenue
Orange park, Florida. 32073
(904)269-1303
www.northfloridadentistry.com
Financial policies
Dr. John Harrington & Dr. Olga Tron accept several forms of payment for dental treatment provided by this
office. Cash, personal check, credit Cards, MasterCard, Visa, Discover and American Express.
Third Party Finance company: We offer care credit interest free financing to assist you in multiple
monthly payments. Options for 6 & 12 months. The application process is easy and convenient via phone
call or internet. This is a great opportunity to complete your dental treatment now!
Dental Insurance: Understanding your insurance coverage can be quite a challenge. Our goal is to provide
reasonable assistance to help you maximize your benefits. Most dental insurance excludes coverage for
some services, uses restricted fee schedules for most services, and can decline payment based on any
number of policy restrictions and limitations. All such restrictions and limitations are based on the premium
paid by your employer for the coverage, not on our fees or the treatment we recommend. We encourage
you to become familiar with your policy: its coverage, exclusions, deductibles and maximums. We
recommend treatment appropriate to you dental needs regardless of your insurance status.
Our courtesy service to our patients includes:
1. Filing your claim/s promptly and requesting that payment be sent directly to us.
2. Following American Dental Association guidelines for claims coding and filing.
3. Estimating your benefits to the best of our ability. Most insurance companies will not provide us with
detailed information about your coverage, so any insurance figures we provide you are only estimates!
Our expectations of you as the insured patient and/or owner of the policy:
1. You will pay, at this time treatment, all fees not estimated to be covered by your insurance company.
2. You will assume responsibility for any amounts expected from your insurance company, not received
within 60 days after treatment had been performed and the claim submitted. Please understand that the
insurance policy belongs to you and we have no leverage to obtain payment from your insurance company.
3. You will pay any outstanding balances within 10 days upon receipt of statement.
I hereby authorize Dr. John Harrington & Dr. Olga Tron to release to my insurance company any
information acquired in the course of my dental care. I authorize benefits to be paid directly to North
Florida Dentistry. I understand I am responsible for all fees and/or contractual allowances incurred,
regardless of the status of insurance. I understand that treatment cannot be completed until it is paid for
(e.g, crowns will not be cemented, dentures will not be placed).
I understand that if I hold an unpaid balance older than 90 days it will be placed for collections action.
Patient Name: ______________________________________Date: _________________
(Please Print)
Responsible Party: ___________________________________ Date: ________________
(Please Print)
Patient/Responsible Party Signature: ___________________________________________

North Florida Dentistry
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
________________________________________________________________
Signature (if under age 18 parent/guardian signature)
__________________
Date

List below any person(s) allowed to have information regarding your dental treatment/history.
__________________________________
__________________________________

______________________________For office Use Only_____________________________________

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





Individual refused t sign
Communications barriers prohibited obtaining the acknowledgement.
An emergency situation prevented us from obtaining acknowledge
Other (Please specify)

Appointment Cancellation Policy
We understand that unplanned issues can come up and you may need to
cancel an appointment. If that happens, we respectfully ask for scheduled
appointments to be cancelled at least 48 hours in advance.
Our doctors and hygienists want to be available for your needs and the
needs of all our patients. When a patient does not show up for a scheduled
appointment, another patient loses an opportunity to be seen. Although we
have always had a cancellation policy, circumstances have caused us to
enforce a policy of charging for No-show appointments, and those
appointments not cancelled within 48 hours. There will be a fee of $50.00
assessed if we do not receive a call to cancel an appointment.
Thank you for being a valued patient and for your understanding and
cooperation as we institute this policy. This policy will enable us to open
otherwise unused appointments to better serve the needs of all patients.

The staff of North Florida Dentistry
Patient Name: _______________________ Date: _______
Patient Signature: _________________________________

North Florida Dentistry
Oral Cancer Screening Recommendations
Oral Cancer kills one American every hour of everyday.

We have a new technology: Identafi 3000 Ultra that is FDA approved and allows us to
screen for oral cancers and pre-cancers. This technology was developed in conjunction
with M.D. Anderson Cancer Center and is manufactured in Houston. When Found early,
oral cancer patients have a nearly 90 % survival rate. It involves using different
wavelengths of light from a small portable hand-held device.

Symptoms
Early Indicators:
* Red and/or white discolorations of the soft tissues of the mouth.
* A sore that does not heal within 14 days.
* Hoarseness that lasts for a prolonged period of time
Advanced indicators:
* A sensation that sometimes is stuck in your throat.
* Numbness in the oral region.
* Difficulty in moving the jaw or tongue.
* Difficulty in swallowing.
* Ear pain which occurs on one side only.
* A sore under a denture that won’t heal, even after adjustment of the denture.
* A lump or thickening which develops in the mouth or on the neck.
North Florida Dentistry recommends that all patients over the age of 21 be screened
once a year for oral cancer. The test is simple, painless and takes less then 3
minutes.
Insurance companies are not covering this service at this time. The cost is $35.00.
____ Yes, I would like an annual Oral Cancer Screening.
____ No, I would not like an Annual Oral Cancer Screening.

Patient Name: ______________________________________
Signature: _________________________________________ Date: _______________

