




Leucht Family Dentistry 
4544 Taylorsville Road 

Louisville, KY 40220 
Financial Policy 

 
 

Thank you for choosing us as your dental health provider. We are committed to your successful 
treatment. Please understand that payment of your bill is considered a part of your treatment. 
In order to keep our fees from rising dramatically and to minimize the expenses of billing and 
bookkeeping, the following financial policy will now be in effect for our office:  
 
All patients must complete our patient information form and insurance form before seeing the 
doctor.  
 

♦ Full payment is due at time of service. 
♦ We accept cash, checks, Visa and MasterCard, American Express & Discover. 
♦ We offer an extended payment plan with prior credit approval. 

 
We will file all insurance claims for our patients as a courtesy. This does not transfer your 
financial obligation to your insurance company.  We will bill you for any balance left after your 
insurance company pays us and all applicable write-offs have been taken.  After 90 days your 
account balance is due in full even if your insurance has not paid.  
 
Note:  
 

1. A minimum payment is required depending upon your arrangement with us.  
 
2. Your payment must be received by the 20th of the month. There may be a late payment 

fee assessed if payment is not received by the due date. 
 
3. If your balance is not paid in full within 60 days a finance charge of .66% will be posted 

on your account each month thereafter. All parties are responsible for reasonable 
attorney’s fees, upon default of payment, whether suit be brought or not. 

 
4. A 24 hour notice is required when cancellation or rescheduling of an appointment 

becomes necessary. If you do not show or cancel at the last moment a charge of $35.00 
will be applied to your account. If you arrive more than 15 minutes late, you will be 
rescheduled and charged for missed appointment. Broken appointment charges must 
be paid before we can reschedule. Please help us to serve you better by keeping 
scheduled appointments.  

 
PLEASE UNDERSTAND THAT YOU ARE FINANCIALLY RESPONSIBLE FOR ALL CHARGES 
INCURRED IN OUR OFFICE                          
 
___________________________________ 
Signature of Account Holder/Responsible Party  Date_____________________ 



HIPAA Disclosure of 
Personal Health Information 

This form authorizes us to use and disclose your protected health information (PHI) for the purpose of healthcare operations, 
treatment and payment activities. 

Before signing, please read our Notice of Privacy Policies to gain a clear understanding of how we may use and disclose your 
PHI. 

For questions concerning our Notice of Privacy Policies, please contact: Sara Ernst 491-3323 

Patients Consent 

Name: ____________________________ 

Address: __________________________ 

City: ______________________________              State: __________           Zip: _________ 

Telephone: _____________      Email: __________________________________________ 

SSN: _____________________ 

I, ____________________ have read your Notice of Privacy Policies and I consent to your use of my PHI for the purpose of 
healthcare operations, treatment and payment activities. 

If this consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name:_____________________________ 

Relationship to Patient:____________________________________ 

Signature:______________________________          Date:_________________________ 

Patient’s Revocation 

By signing below, you revoke your above consent for us to use and disclose your PHI. However, by doing so, we reserve the 
right to discontinue treatment for you. This revocation also does not negate any of our prior actions while acting under your 
consent. 

Signature to revoke authorization:_________________    Date:_______________________ 

This information is intended as advisory in nature and should not be considered 

The Federal HIPAA privacy compliance requirements are explained in this binder. When you develop your HIPAA compliance 
policy, incorporate whatever is necessary to address state law requirements as well. 
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