
Cancel lat ion Pol icy:   
A fee wil l  be charged for  less  than 24 hours  not ice  i f  cancel l ing an appointment .  

Authorization:   
I f  I  ever  have a  change in  my heal th ,  I  wil l  inform the off ice  a t  my next  dental  appointment  
without  fa i l .

I  hereby cer t i fy  that  I  have read and understand the previous information and that  i t  i s  accurate  
and t rue to  the best  of  my knowledge.   I  acknowledge that  providing incorrect  and/or  
inaccurate  information has  the potent ia l  of  being hazardous to  my heal th .  To the best  of  my 
knowledge,  a l l  of  the preceding information is  t rue and correct .  

I  agree to  the use of  anesthet ics ,  sedat ives  and other  medicat ion as  necessary.   I  ful ly  
understand that  using anesthet ic  agents  embodies  cer ta in  r isks .   I  understand that  I  can ask for  
a  complete  reci ta l  of  any possible  complicat ions.

I  authorize the dent is t  to  re lease any information including the diagnosis  and records of  
t reatment  or  examinat ion for  myself  and my dependents(s)  to  third-par ty  insurance carr iers ,  
payors ,  and /  or  heal thcare  pract i t ioners .   I  authorize the payment  f rom my insurance carr ier  to  
submit  payment  direct ly  to  the dent is t  or  dental  pract ice  to  be appl ied direct ly  to  any 
outs tanding balance on my account .  

I  understand that  I  am f inancial ly  responsible  for  any outs tanding balance for  services  
provided that  aren ' t  ful ly  covered by insurance,  and I  may be bi l led for  the remaining balance.   
I  consent  and agree to  be f inancial ly  responsible  for  payment  of  a l l  services  rendered on my 
behalf  or  on behalf  of  my dependents  ( i f  any) .

Pr int  the name of  the pat ient ,  parent ,  or  guardian:

Printed Name:  
                    Firs t      Mi.   Last  

Signature  of  pat ient ,  parent ,  or  guardian:

Signature:            Date:   

Relat ionship To Pat ient :   

  

Consent To Treatment
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