CONSENT FOR TREATMENT
Patient Responsibilities: We are committed to providing you with the best possible care and helping you achieve your optimum oral health.
Toward these goals, we would like to explain your financial and scheduling responsibilities with our practice.
Payments: Payment is due at the time services are rendered. Financial arrangements are discussed during the initial visit and a financial
agreement is completed in advance of performing any treatment with our practice. We accept the following forms of payment: cash, check, Visa,
Mastercard, Discover, American Express. We offer third party financing through Care Credit.
Dental Benefit Plans: Your dental benefit is a contract between you and your employer and the dental benefit plan. Benefits and payments
received are based on the terms of the contract negotiated between you and your employer and the plan. We are happy to help our patients with
dental benefit plans to understand and maximize their coverage.
Scheduling of Appointments: We reserve the doctor’s and hygienist’s time on the schedule for each patient procedure and are diligent about
being on time. Because of this courtesy, when a patient cancels an appointment, it impacts the overall quality of service we are able to provide. To
maintain the utmost service and care, we do require 24-hr notice to reschedule an appointment. With less than 24-hr notice, a fee of $35.00 will
be charged.
Authorizations: I understand that the information I have given today is correct to the best of my knowledge.
I hereby authorize the doctor and designated staff to take x-rays, study models, photographs, and other diagnostic aids deemed necessary by the
doctor to make a thorough diagnosis.
Upon such diagnosis, I authorize the doctor to perform all recommended treatment mutually agreed upon by me and to employ such assistance as
required to provide proper care.
I agree to the use of anesthetics, sedatives, and other medication as necessary. I fully understand that the using of anesthetic agents embodies
certain risks. I understand that I can ask for a complete recital of any possible complications.
I give consent to the doctor’s or designated staff’s use and disclosure of any oral, written, or electronic health records that are individually
identifiable as mine for the purpose of carrying out my treatment, payment, and health care operations. I understand that only the minimum
amount of information necessary to provide quality care will be used or disclosed and that a notice fully outlining the protection of my personal
health information is available.
I agree to be responsible for payment of all services rendered on my behalf or my dependents. I have read the above and agree to the financial and
scheduling terms. I understand that payment is due at the time of service unless other arrangements have been made. In the event payments are
not received by agreed upon dates, I understand that a 1-1/2% late charge (18% APR) may be added to my account.
I hereby acknowledge that a copy of this practice’s Notice of Privacy Practices has been available to me. I have been given the opportunity to ask
any questions I may have regarding this Notice.
I hereby acknowledge that a copy of this practice’s Dental Materials Fact Sheet has been made available to me. I have been given the opportunity
to ask any questions I may have regarding this Fact Sheet.

Patient’s Signature __________________________________________________ Date __________________________

Parent/Responsible Party’s Signature _____________________________ Relationship to Patient _________________

