
 

 

Consent For Services 
 

CANCELLATION FEE 

To avoid a cancellation fee, our office requires a 24 hour notification to postpone, reschedule or cancel a scheduled dental 

appointment. Any failed appointments will be charged a cancellation fee based on the appointment time scheduled. Any 

messages left on our answering machine will have a date/time stamp per message. 

 

PATIENT PRIVACY 

Due to patient privacy and safety, only the patient is allowed to be in the operatory. 

 

INSURANCE & ADDRESS CHANGES 

Please notify the office if your insurance policy has changed or terminated prior to your appointment. 

 

NEW PATIENTS 

New patients scheduling for their first appointment will typically have an exam, x-rays and a cleaning. We do not provide 

a treatment plan for the first visit. As the patient or parent of a minor patient, please make financial arrangements prior 

to your appointment if necessary. Otherwise, we will proceed with the scheduled appointment. 

 

CONSENTS & PAYMENT 

As a condition of your treatment by our dental practice, financial arrangements and treatment consents must be made 

prior to receiving any dental treatment. 

 

FINANCE CHARGE/RETURN CHECK FEE 

A service charge of 1½% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 

60 days. Returned bank checks will be charged $35 per transaction. 

 

As a courtesy to our patients who carry dental insurance, our dental practice will file and submit all insurance claims on 

your behalf. You are responsible to pay your estimated portion at the time of service. Estimated insurance benefits are 

subject to actual payment by your insurance carrier. Ultimately, you will be responsible for any remaining balances. 

 

I understand that the estimated fees listed for my dental treatment can only be extended for a period of 90 days and 

insurance rates can change at any time without notice. 

 

In consideration for the professional services rendered to me by the Doctor, I agree to pay the reasonable value of said 

services to said Doctor, or his assignee, at the time said services are rendered. I further agree that a waiver of any breach 

of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to 

pay all costs and reasonable attorney fees if suit be instituted hereunder. 

 

I grant my permission to the Doctor & employees to call my home, work, cell and/or email to discuss matters related to 

this form and/or other dental treatment. 

 

I acknowledge that, upon my request, I can be furnished with a copy of this office’s Notice of Privacy Practices. 

 

I have read the above conditions for my dental treatment and consent of services and agree to the office policies. To the 

best of my knowledge, all of the preceding answers and information provided are true and correct. If I ever have any 

change in my health, insurance and contact information, I will immediately inform the office. 

 

 

 

Signature of patient or parent/guardian 

 

 

 Date 

Signature of treating dentist  Date 
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