
Agreements

Title  First     Last              Date
Name:

CONSENT
1. I hereby authorize the doctor or designated sta� to take x-rays, study models, photographs, and any other diagnostic aids 
 deemed appropriate by the doctor and mutually agreed upon, for the purposes of diagnosis or educational presentation.

2. Upon such diagnosis, I authorize the doctor to perform all recommended treatment mutually agreed upon and to employ such
 assistance as required to ensure proper care.

3. I consent to the use of appropriate medication and therapy as deemed necessary.  I fully understand that using anesthetic 
 agents embodies a certain risk.

4. I agree to be responsible for all payment of all services rendered on my behalf and that of my dependents. 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 1.5% �nance charge may be added to my account. In the event that I am sent to 
 collections, I understand that I am responsible for any and all legal fees including but not limited to court and lawyer fees. 

5. I understand that should I need to cancel an appointment time reserved speci�cally for me, I will notify the dental  o�ce at 
 least 48 hours in advance so that my time may be used by utilized by another patient. I understand that if I fail to notify the
 o�ce in advance, I will be charged a fee of $50 for each scheduled hour.

Signature:       Date:       /    /      Witness:

Responsible Party:       Relationship to Patient:

AUTHORIZATON FOR RELEASE OF HEALTH INFORMATION
I authorize the physician, dentist or other health care provider to release to hospital or health care service plans, insurance
companies, self-insurers, or their representatives, any and all information and records (including xrays) about my medical history
or about services rendered or treatment given to me, that is needed to review, investigate or evaluate for claim bene�ts.

If my coverage is under a group master agreement held by my employter, an association, trust fund, union or similar entity, this
authorization also permits discolsure to them for purposes of utilization review or �nancial audit.

This authorization shall remain e�ective for up to �ve years from this date.

Signature:           Date:       /              /

Signature of Parent or Guardian:
 

AUTHORIZATION FOR SUBMISSION OF CLAIMS & ASSIGNMENT OF BENEFITS
I understand that dental insurance is a contracted bene�t between myself, my employer, and the insurance carrier and at no time
is the insurance carrier obligated to pay bene�ts to the practice. I understand that I am responsible for the entire balance of my account
regardless of expected or implied insurance bene�ts. I understand that as a courtesy, my dentist will process treatment claims and
will instruct the carrier to pay me directly. Should the dental insurance carrier inadvertently send payment to my dentist, the o�ce will
return it to the carrier with a request that the check be reissued to me, directly.

Signature:           Date:        /      /
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