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Welcome
We would like to welcome you to our practice, and thank you for choosing Kirkwood Dental 

Associates to provide you services to ensure your dental health.  We take pride in providing quality 

dental care in our friendly, family-oriented offices.

We have enclosed information about our policies and services.  Also enclosed is a patient 

information sheet and a medical questionnaire, which you may complete and bring with you for 

your appointment or fax it back to one of our offices.  If you have any questions, or if we could be 

of further assistance, please do not hesitate to call us.

We look forward to meeting you, and want to warmly welcome you to our family of patients.

Sincerely,

Kirkwood Dental Associates, P.A







HIPAA, INSURANCE, RECORDS RELEASE, CONTACT CONSENT 
I have received a copy of KIRKWOOD DENTAL Notice of Privacy Practices from the website 

I authorize the release of any medical or dental information to my insurance company when 
necessary to process my claims. The authorization also permits the release of medical and 
dental information to Kirkwood Dental from the insurance company.  

I authorize payment from the insurance company be made directly to Kirkwood Dental. If 
payment is made to me, I agree to pay that amount to Kirkwood Dental. I agree that if the 
amount paid by the insurance is insufficient to cover the bill, I will be responsible for payment 
of the difference and if my treatment is not covered by my insurance policy, I will be 
responsible for the entire amount. 

If the need arises that an x-ray and/or dental records need to be sent to a specialist/referral, no 
fee will apply. If you request that your records be transferred, a release form will need to be 
signed. 

In the event that the office is contacted by a family member, employer, or school office, I give 
the office of Kirkwood Dental permission to let them know that I am/was here. 

Printed Name ________________________________________________________________________ 

Signature ___________________________________________Date: _____________________________ 



Dear Valued Patient:

The following is the payment policy for Kirkwood Dental Associates, P.A. This policy applies to all our 
patients. If you have insurance coverage, our staff will discuss with you the amount your insurance carrier is 
estimated to pay, and the following policy applies to the part of the fee that is not covered by your insurance. 
Please note that if your insurance company will only send the check to you.  You will be expected to pay the 
fees in full at the time of service, unless other arrangements have been made through our billing office.

1. Payment at the time of service.

   

   
   

 

    
   

made through our billing office.

 

  
patient. Kirkwood Dental will supply the paperwork and initiate the contact while you are 

 here, but we have no other influence in the process. Approval, payment arrangements, and 
   

Thank you for your consideration and support. We appreciate your business, and want to
make your dental experience as pleasant as possible.

Sincerely,

R.R. CHRISTY, D.M.D.
E.S. ESBITT, D.M.D.

M.D. FRIEDBERG, D.D.S.
N.J. PUNTURIERI, D.M.D.

A.L. YOUNG, D.D.S.
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