
Pat i en t  Name :

Soc ia l  Secur i t y  Number :

Date  of  B i r th :

C O N S E N T,  A U T H O R I Z AT I O N  &  A C K N O W L E D G E M E N T  F O R M

C L I N I C A L :  I ,  t he  unders igned ,  hereby author i ze  Dr.  Rush and S ta� to  t ake  X-rays ,  s tudy  mode l s ,  
photographs ,  or  any  o ther  d iagnos t i c  a ids  deemed appropr ia te  by  Dr.  Rush to  make a  thorough diagnos i s  
of  my own or  my dependant ’ s  den ta l  needs .  I  a l so  author i ze  Dr.  Rush to  per form any and a l l  forms of  
t r ea tment ,  medica t ion ,  and therapy tha t  may be  indi ca ted .  I  a l so  unders tand tha t  the  use  of  anes the t i c  
agent s ,  s eda t ives  and o ther  medica t ions  embody a  cer ta in  r i sk .

F I N A N C I A L :  I  unders tand tha t  I  am respons ib l e  for  payment  for  a l l  s erv i ces  rendered on my beha l f  
and my dependant s .  I  have  been  in formed tha t  payment  i s  due  when serv i ces  are  rendered .  I  am aware  
tha t  a  18% APR i s  automat i ca l l y  t abula ted  in to  my account  i f  my ba lance  i s  90 days  old  or  older.  Should  
my account  become de l inquent ,  I  wi l l  a s sume a l l  addi t iona l  col l e c t ion  cos t s  and l ega l  f ees .  I  unders tand 
tha t  where  appropr ia te ,  c redi t  repor t s  may be  ob ta ined .  Our  No Show Pol i cy  s ta te s  tha t  i f  a  pa t i en t  has  
more  than  2  missed ,  fa i l ed ,  no-showed or  las t  m inute  cance l l a t ions  wi th in  a  6  month  per iod we have  the  
r igh t  to  d i smiss  th i s  pa t i en t  f rom our  prac t i c e ,  i n  addi t ion  to  charg ing  a  No-Show Fee .  A $75 Broken 
Appo in tment  Fee  may be  charged to  my account  for  a l l  broken and/or  las t  m inute  cance l l a t ions  or  
reschedules .  I  am aware  tha t  to  hold  down opera t ing  cos t s ,  a  min imum 48 bus iness  hours  not i c e  of  
cance l l a t ion  i s  requi red .  There  i s  a  $25 charge  to  dup l i ca te  a l l  r ecords  and a  $20 charge  to  dup l i ca te  
X-rays .

I N S U R A N C E :  I  author i ze  th i s  prac t i c e  to  re l ease  to  s ta� ,  hosp i t a l s ,  hea l th  care  serv i ce  p lans ,  
i n surance  compan ies ,  s e l f -  insurers  or  the i r  represen ta t ives ,  any  and a l l  i n format ion ,  records  and 
radiographs  about  my medica l  h i s tory,  s erv i ces  rendered and t rea tment  necessary.  I  au thor i ze  th i s  
prac t i c e  to  submi t  c la ims  for  payment  for  serv i ces  rendered or  pre-  author i za t ions  necessary  to  my 
insurance  company,  on  my beha l f  and in  my name l i s ted  as  “ s igna ture  on  � l e ”  and ass ign  to  th i s  prac t i c e  
the  insurance  bene� t s  provid ing  ass ignment  i s  accep ted .  Any payment s  rece ived by  Dr.  Rush f rom my 
insurance  coverage  wi l l  be  credi ted  to  my account ,  or  re funded to  me i f  I  have  pa id  the  den ta l  f ees  
incurred .  I  unders tand tha t  my denta l  i n surance  i s  a  cont rac t  be tween me and the  insurance  carr i er,  and 
not  be tween the  insurance  carr i er  and Dr.  Rush ,  and tha t  I  am s t i l l  fu l l y  respons ib l e  for  a l l  den ta l  f ees  
whe ther  or  not  my insurance  carr i er  makes  any  payment s  on  my beha l f .  These  f ees  are  due  and payab le  
a t  t he  t ime  serv i ces  are  rendered un l e s s  pr ior  �nanc ia l  arrangement s  have  been  made .  I  unders tand I  
am respons ib l e  for  the  deduc t ib l e ,  co-payment  and excess  over  max imum a l lowed the  day  of  serv i ces .

D E N TA L  M AT E R I A L S  FAC T  S H E E T :  I  acknowledge  rece ip t  of  a  copy of  the  Denta l  Mater ia l s  
Fac tShee t  as  requi red  by  law ,  as  crea ted  by  the  Denta l  Board of  Ca l i forn ia  and as  made ava i l ab l e  by  
the  Ar i zona Board of  Denta l  Examiners  to  the i r  l i c ensed denta l  providers .  I  unders tand tha t  th i s  da ta  
was  g iven  to  me by  my Dent i s t  i n  the  e�or t  to  increase  my knowledge  regarding  mater ia l s  used in  my 
denta l  t r ea tment .  I  unders tand tha t  these  document s  are  meant  to  fac i l i t a te  d i scuss ion  be tween my Dent i s t  
and myse l f  regarding  denta l  mater ia l s .  I  unders tand tha t  the  in format ion  conta ined in  these  document s  
re�ec t  the  pos i t ion  and op in ion  of  the  Denta l  Board of  Ca l i forn ia  and may not  re�ec t  those  of  Dr.  David  
Rush ,  DDS and s ta� .  I  am aware  tha t  Dr.  Rush and the  Ar i zona Board of  Denta l  Examiners  are  ava i l ab l e  
to  answer  any  fur ther  ques t ions  I  may have  regarding  denta l  mater ia l s  and the i r  use .

H E A L T H  I N S U R A N C E  P O R TA B I L I T Y  A N D  AC C O U N TA B I L I T Y  AC T  O F  1 9 9 6  
( H I PA A ) :  I  
unders tand tha t  by  s ign ing  th i s  form I  am consen t ing  to  use  and di sc losure  of  my protec ted  hea l th  
in format ion  to  carry  out  t r ea tment ,  payment  ac t iv i t i e s ,  and hea l thcare  opera t ions .  I  unders tand tha t  I  
have  the  r igh t  to  re fuse  to  s ign  th i s  Acknowledgment .

INITIALS:

INITIALS:

INITIALS:

INITIALS:

Family and Cosmetic  Dentistr y

w w w . A h w a t u k e e F a m i l y D e n t a l . c o mi n f o @ r u s h f a m i l y d e n t a l . c o m

A H W A T U K E E  F A M I L Y  D E N T A L
4 3 5 0  e .  r a y  r o a d
b l d g  3 ,  s u i t e  1 1 2

p h o e n i x ,  a z  8 5 0 4 4
4 8 0 - 8 9 3 - 7 6 7 4  

F U L T O N  R A N C H  D E N T A L
4 9 0 9  s .  a l m a  s c h o o l  r d

c h a n d l e r ,  a r i z o n a
8 5 2 4 8

4 8 0 - 8 9 5 - 7 0 7 0  



C O N T.  C O N S E N T,  A U T H O R I Z AT I O N  &  A C K N O W L E D G E M E N T  F O R M

N O T I C E  O F  P R I V AC Y  P R AC T I C E S :  You have  the  r igh t  to  read our  Not i ce  of  Pr ivacy  Prac t i c e s  
be fore  you dec ide  whe ther  to  s ign  th i s  Consen t .  Our  Not i ce  provides  a  descr ip t ion  of  our  t rea tment ,  
payment  ac t iv i t i e s ,  and hea l thcare  opera t ions ,  of  the  uses  and di sc losures  we may make of  your  
protec ted  hea l th  in format ion ,  and of  o ther  impor tan t  mat ters  about  your  protec ted  hea l th  in format ion .  A 
copy of  our  Not i ce  accompan ies  th i s  Consen t .  We encourage  you to  read i t  care fu l l y  and comple te l y  
be fore  s ign ing  th i s  Consen t .  We reserve  the  r igh t  to  change  our  pr ivacy  prac t i c e s  as  descr ibed in  our  
Not i ce  of  Pr ivacy  Prac t i c e s .  I f  we change  our  pr ivacy  prac t i c e s ,  we wi l l  i s sue  a  rev i sed  Not i ce  of  Pr ivacy  
Prac t i c e s ,  wh ich  wi l l  con ta in  the  changes .  Those  changes  may app ly  to  any  of  your  protec ted  hea l th  
in format ion  tha t  we ma in ta in .  You may ob ta in  a  copy of  our  Not i ce  of  Pr ivacy  Prac t i c e s ,  i nc luding  any  
rev i s ions  of  our  Not i ce ,  a t  any  t ime by  contac t i ng :

Dr.  Ky le  Rush ,  DDS or  Dr.  Cory  Rush ,  DDS HIPAA O�cer
4909 So .  Alma School  Rd .  Chand ler,  AZ 85248 (480)  895-7070

Dr.  Ky le  Rush ,  DDS or  Dr.  Cory  Rush ,  DDS HIPAA O�cer
1 1022  So .  5 1 s t  S t . ,  S te  # 105 Phoen ix ,  AZ 85044
(480)  480-893-7674 E-mai l :  I n fo@rushfami lydenta l . com

R I G H T  T O  R E VO K E :  You wi l l  have  the  r igh t  to  revoke  th i s  Consen t  a t  any  t ime by  g iv ing  us  wr i t t en  
not i c e  of  your  revoca t ion  submi t ted  to  the  Contac t  Person l i s t ed  above .  P l ease  unders tand tha t  revoca t ion  
of  th i s  Consen t  wi l l  no t  a�ec t  any  ac t ion  we took in  re l i ance  on  th i s  Consen t  be fore  we rece ived your  
revoca t ion ,  and tha t  we may dec l i ne  to  t rea t  you or  to  cont inue  t rea t i ng  you i f  you revoke  th i s  Consen t .
I  have  had fu l l  oppor tun i t y  to  read and cons ider  the  conten t s  of  the  Consen t  form and your  Not i ce  of  
Pr ivacy  Prac t i c e s .  I  hereby author i ze ,  a s  indi ca ted  by  my s igna ture  be low ,  to  use  and di sc lose  my 
protec ted  hea l th  in format ion  to  carry  out  t r ea tment  payment  ac t iv i t i e s  and hea l th  care  opera t ions .
S ignatures  be low indi ca te  tha t  I  have  read th i s  en t i r e  document  and fu l l y  unders tand the  conten t s  of  th i s  
Consen t  /  Author i za t ion  /  Acknowledgment .  I  have  been  provided wi th  the  oppor tun i t y  to  ask  ques t ions  
and ob ta in  fur ther  c lar i�ca t ion .

PATIENT S ignature  (Parent of Child):      DATE:   
RELATIONSHIP :  

I f  a  persona l  represen ta t ive ,  o ther  than  a  paren t  to  a  minor,  on  beha l f  of  the  pa t i en t  s igns  th i s  Consen t ,  
p l ease  comple te  the  fo l lowing :
Persona l  Represen ta t ive ’ s  Name :       DATE:  
RELATIONSHIP :

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
( Inc lude  or ig ina l  comple ted  Consen t  form in  the  pa t i en t ’ s  char t )
REVOCATION OF CONSENT:  I  revoke  my Consen t  for  your  use  and di sc losure  of  my protec ted  hea l th  
in format ion  for  t rea tment ,  payment  ac t iv i t i e s ,  and hea l thcare  opera t ions .  I  unders tand tha t  revoca t ion  of  
my Consen t  wi l l  no t  a�ec t  any  ac t ion  you took in  re l i ance  on  my Consen t  be fore  you rece ived th i s  wr i t t en  
Not i ce  of  Revocat ion .  I  a l so  unders tand tha t  you may dec l i ne  to  t rea t  or  to  cont inue  to  t rea t  me a f ter  I  
have  revoked my Consen t .
PATIENT S ignature  (Parent of Child):       DATE:  
RELATIONSHIP :

Family and Cosmetic  Dentistr y

w w w . A h w a t u k e e F a m i l y D e n t a l . c o mi n f o @ r u s h f a m i l y d e n t a l . c o m

A H W A T U K E E  F A M I L Y  D E N T A L
4 3 5 0  e .  r a y  r o a d
b l d g  3 ,  s u i t e  1 1 2

p h o e n i x ,  a z  8 5 0 4 4
4 8 0 - 8 9 3 - 7 6 7 4  

F U L T O N  R A N C H  D E N T A L
4 9 0 9  s .  a l m a  s c h o o l  r d

c h a n d l e r ,  a r i z o n a
8 5 2 4 8

4 8 0 - 8 9 5 - 7 0 7 0  
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