




DR. SAWSAN ABOUSY & ASSOCIATES 
 

OFFICE POLICY 
 

1) CO-PAYMENT IS DUE AT THE TIME OF SERVICE 
2) APPOIMENTS MUST BE CANCELLED OR RESCHEDULED AT LEAST 24 HOURS 

IN ADVANCE. A CANCELLATION FEE OF $25.00 WILL BE CHARGED IF 
ADVANCE NOTICE IS NOT GIVEN. 

3) IT IS THE PATIENTS RESPONSIBILITY TO INFORM THE OFFICE OF ANY 
CHANGES IN ADDRESS OR INSURANCE INFORMATION PRIOR TO ANY VISIT, 
FAILURE TO DO SO WILL MAKE THE PATIENT RESPONSIBLE FOR ANY 
PAYMENT FOR THAT VISIT.  

4) IT IS YOUR RESPONSIBILITY, AS A PATIENT, TO KNOW THE BENEFITS 
COVERED BY YOUR DENTAL INSURANCE. THIS INCLUDES THE FACT THAT 
INSURANCE COMPANIES DO NOT GUARANTEE ANY PAYMENT UNTIL THE 
CLAIM IS SUBMITTED. AN EXPLANATION OF BENEFITS WILL BE SENT TO 
YOU BY THE INSURANCE COMPANY AFTER APPROVAL OF THE CLAIM.  

5) THE CO-PAYMENT THAT IS CHARGED BY THE OFFICE IS AN ESTIMATE. 
YOU WILL BE EITHER REFUNDED OR CHARGED AFTER YOU AND THE 
OFFICE RECEIVE THE EXPLANATION OF BENEFITS. 

6) OTHER CHARGES SUCH AS STERILIZATION FEE OR AN OFFICE VISIT MAY 
BE CHARGED ONLY WHEN IT IS ALLOWED BY YOUR INSURANCE AND 
PRESENT IN THE FEE SCHEDULE. 

7) IF YOU HAVE ANY QUESTIONS REGARDING YOUR CO-PAYMENT OR 
CHARGES BILLED, PLEASE CONTACT OUR OFFICE. 

I, ACKNOWLEDGE THE STATEMENT ABOVE. 
 

     
Virginia State Testing Law 

 
Pursuant to Virginia Law 32.1-45.1- Any patient who  

                        exposes a health care provider or his employee/agent 
      to  body fluid in a manner which may transmit the human 
    Immunodeficiency virus (HIV), Hepatitis B or C virus is 

                       deemed to have consented to HIV, hepatitis B and C  
    testing and disclosure of the result to the person exposed 

     this deemed consent also applies to a health care provider 
who exposes a patient to body fluid in the above stated 

                       manner. 
 

                                          Print Patient’s Name: ___________________________ 
 
                                          Signature: ____________________________________ 

 
 

I HAVE READ AND ACKNOWLEDGE THE  
    HIPPA PRIVACY PRACTICE STATEMENTS 
     

                SIGNATURE____________________________ 


