




Cashiers Family Dental 

 

PO Box 1207, Cashiers, NC 28717 
(828)743-5560 

cashiersfamilydental@frontier.com 

 
 
 

APPOINTMENT CANCELLATION POLICY 
 

All we request is the courtesy of cancelling or confirming your reservation. We make every 
effort to maintain a regimented schedule to minimize your wait in our office. YOUR TIME IS 
IMPORTANT TO US. We place reminder calls and emails 48-72 hours prior to all reservations. 
 

We are very understanding of emergencies as we have them occur as well. However, vacated 
appointments without 24 hour notice are subject to the following charges: 
 

   Hygiene Appointment: 35 dollars 
 
   Doctor’s Appointment: 75 dollars 
 
       Patient Initials: ____________ 
 

Your confidence in our team is greatly valued as we strive to offer the best technology & 
materials available. Please, let us know if you have any questions or concerns… 
 

Sincerely, 
 
Dr. Spilliards & Staff 



 

Cashiers Family Dental 

 

PO Box 1207, Cashiers, NC 28717 

828-743-5560 
                            Fax 828-743-1225 

             

 
 

I, ________________________, hereby request and authorize  

 
Dr. _______________________ to disclose and provide copies  

 
and/or digital images of my records to:  
 

        Cashiers Family Dental 
                         PO Box 1207 

           Cashiers, NC 28717 
           Phone: (828) 743-5560 
          Fax: (828) 743-1225 

               Email: cashiersfamilydental@gmail.com 
 

Please understand that by signing this document we are protecting 
your confidentiality.  

 
 
 

Signed: _________________________________________________ 
                           Patient or Guardian                                    Date 

 
 
Thank you, 

 
Cashiers Family Dental 

 
 

 

 
 

mailto:cashiersfamilydental@gmail.com


Cashiers Family Dental    Please read BEFORE consenting to treatment. 

Financial Policy 
 

 
Dear Patient: 
 
Welcome to our practice, and thank you for choosing our office for such an important 
concern as your health care needs. 
 
We truly hope that you have come to our office confident that you will receive the 
best dental care we can provide – that is our number one priority. We invite you to 
discuss your treatment at any time. We will make our staff available to explain the 
details of your treatment as well as the costs involved. We will make every effort to 
be accurate and clear in our explanations.  
 
To maintain fair and ethical standards, our fees are the same for everyone, whether 
you have insurance or not. If you do not have insurance, payment in full is expected at 
time of service. If you do have insurance, your estimated patient portion is due at 
time of service.  
 
Our office is committed to helping you maximize your insurance benefits. Because 
insurance policies vary greatly, we can only estimate your coverage in good faith but 
cannot guarantee coverage due to the complexities of insurance contracts. After 60 
days, you are responsible for the entire balance, paid-in-full. We can continue to 
assist you in getting the insurance company to reimburse you for our services.  
 
While we do not participate with any insurance company, we do submit all claims as a 
courtesy to our patients. It is in your best interest to understand your own insurance 
plan. Concerns or regards to insurance company payments should be addressed with 
your insurance company. 
 
We offer a 5% discount to all patients who pay with a cash or check IN FULL at time of 
service. We accept MasterCard, Visa, Discover, cash, and checks.  
 
Delinquent accounts will accrue interest after 90 days at a rate of 1.33% per month or 
16% per annum. 
 
Quality dental care is important to your health. We appreciate your confidence in us 
and look forward to serving you. 
 
 
 
 
________________________________________  ______________________ 
Patient, Parent or Guardian     Date 



Notice of Privacy Practices Acknowledgement  
Cashiers Family Dental  

PO Box 1207 

Cashiers, NC 28717 

 
 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), 

I have certain rights to privacy regarding my protected health information.  I understand that this 
information can and will be used to: 

 

 Conduct, plan and direct my treatment and follow-up among the multiple healthcare         

providers who may be involved in that treatment directly and indirectly 

 Obtain payment from third-party payers 

 Conduct normal healthcare operations such as quality assessments and physician 
certifications 

 

I acknowledge that I have received your Notice of Privacy Practices containing a more complete 

description of the uses and disclosures of my health information.  I understand that this 
organization has the right to change its Notice of Privacy Practices from time to time and that I 

may contact this organization at any time at the address above to obtain a current copy of the 

Notice of Privacy Practices. 
 

In understand that I may request in writing that you restrict how my private information is used or 

disclosed to carry out treatment, payment or health care operations.  I also understand you are not 
required to agree to my requested restrictions, but if you do agree then you are bound to abide by 

such restrictions. 

 

 
Patient Name: ____________________________________ 

 

Relationship to Patient:_______________________________ 
(if other than self) 

 

Signature: _____________________________________ 

 
Date:  _____________________________________ 

 

 
 

 

  Office Use Only 

 

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy 
Practices  

 

Date   Initials   Reason 
 

______________________________________________________________________________ 

   


