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Acknowledgement of Receipt of Notice of New Privacy 

Practices 

 

 

 

 

 

 
I am signing this document to indicate that I have received a copy of this 

office’s Notice of Privacy Practices. 

 

 

 

 

 

Please Print Name 
 

 

 

Signature of Patient or Legal Guardian 
 

 

_______________ 

Date 

 

 

 



Synneve Skeie-Alameddine, DDS 

2630 Pleasant Hill Rd. 

Pleasant Hill, CA 94523 

925-932-2186 

 

 

 

Office Cancellation Policy 
 
If you are unable to keep an appointment, we ask that you kindly provide us with at least 48 hours 

notice. This courtesy on your part will make it possible to give your appointment to another 

patient who needs our care. We are aware that unforeseen events sometimes require missing an 

appointment. After missing your second appointment without notifying us 48 hours in advance, 

we reserve the right to charge a broken appointment fee. 

 

Please schedule only definite appointments. 

 

I understand and have read the office cancellation policy. 

 

______________________________              ___________________ 

Patient Signature            Date 

 

 

 

Financial Policy 
 
No Insurance 

A treatment plan will be presented to you and payment is due at time of service. In special 

situations, other arrangements are possible, and the staff will assist you in this regard. We offer 

Care Credit payment plan as well. 

 

For those with Insurance 

We are happy to assist you in filing a claim on your behalf. However, Diablo Valley Dentistry 

makes no guarantee of estimated payment as this office is not affiliated with any insurance 

carriers; by signing this document, you acknowledge and accept full responsibility for payment. 

Your benefits are dictated by your individual insurance policy plan, and some services may not be 

covered by your insurance company. Doctors make their recommendations based on their 

knowledge of what is best for your oral health, not what your benefits will cover. You are 

responsible for payment regardless of any insurance company determination. Insurance co-pays 

and deductibles are to be paid at the time of service.  

 

Should any issues arise concerning your account, you consent to the office contacting you by 

means of phone, email or text. 

 

By signing this document you understand and agree to our Financial Policy as stated above. If 

you have any questions or concerns, please let us know BEFORE signing this document.  

 

Signature of Patient or Responsible Party:_________________________ Date:________ 


