






INFORMED CONSENT

By signing below I understand this is an agreement in writing between me and Dr. Alison M. Scavuzzo as to the

information that follows. I understand that I have the right to be involved in my dental treatment decisions and

have been asked to take an active role in being informed.

Dr. Scavuzzo informs every patient of proposed treatment as well as any reasonable alternative treatments that are

possible in each individual situation. Dr. Scavuzzo will answer questions regarding the clinical aspects of treatment.

Front office staff will address any questions regarding fees, insurance, and out-of-pocket costs relating to the

treatment you choose.

Insurance allowances for insurance plan benefits have increased nominally in the past decade while the costs

associated with dental procedures have increased substantially. Dr. Scavuzzo’s participation with insurance

companies causes fee allowances to be reduced by your insurance company. At this time adding Materials Fees

for some dental services is the only way to continue to provide the highest level of dental care. We strive to

inform you regarding all costs pertaining to your treatment in advance but we ask for your help by encouraging

you to ask questions pertaining to your treatment. Insurance plans are structured to allow coverage for only the

most basic materials to be used in procedures. Due to the nature of these restrictions some procedures may

require an additional materials fee. This fee WILL add to the patient out-of-pocket cost. This is because in

providing quality dentistry Dr. Scavuzzo chooses to use only the highest quality materials and exceptional

laboratories. The laboratories we use do not outsource to China or any other country. The result of NOT charging

this fee would be dropping participation with PPO plans which would have an effect on every procedure you have

to include preventive care (cleanings/exams/X-rays).

We will gladly provide you with any fee information and direct you to your insurance company if necessary. PLEASE

ask questions! By signing below you are accepting the responsibility of asking questions in advance of your

treatment so that we may help you to understand your insurance and its limitations prior to treatment you have

chosen to accept as well as prior to incurring a balance due. Dr. Scavuzzo and the entire staff care about you, your

oral and overall health, and all aspects of your treatment. We ask that you help us to help you in making treatment

decisions and understanding the costs involved in advance of treatment.

Print name______________________________________________

Signature________________________________________________Date_______________________



Alison M. Scavuzzo DMD, FAGD
1260 Freedom Crider Rd

Freedom, PA 15042

OUR NOTICE OF PRIVACY PRACTICES
By law, we must abide by the terms of privacy practices (HIPPA) required of all health care

providers. We follow all laws pertaining to your private information. Federal law requires us to
notify our patients that your information can and may be used in accordance with federal law to
submit claims and other correspondence to your insurance companies. Your information in the
form of radiographs (x-rays) will be provided to a specialized doctor that we are referring you to
such as an Orthodontist or Oral Surgeon etc. We will never share your private information with
anyone other than your insurance carrier or healthcare professional.

COMPLAINTS
If you think we have not properly respected the privacy of your health information, you are

free to complain to us directly or the U.S. Department of Health and Human Services, Office for
Civil Rights. We will not retaliate against you if you make a complaint. If you wish to complain to
us, send a written complaint to the doctor at the address listed above. Your issues will be
addressed with you in person or by phone.

FOR MORE INFORMATION
If you need further information regarding our privacy practices, call or direct questions in

person to front office staff.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE

Patient name_____________________________________________

Signature___________________________________________Date____________






