SIGNATURE

Thank you for your understanding in this matter.

DATE

7. Should collection become necessary, the responsible party agrees to pay all legal fees of collection, with or without suit, including attorney fees and court costs. I also authorize my insurance company to make payment directly to the doctor for services rendered and agree to pay any uncovered balance. I hereby authorize release of
information for insurance purposes.

6. A finance charge of 1.5% per month will be added to your bill if payment has not been received within 90 days.
This will allow adequate time for you to see that your insurance benefits have been paid to your satisfaction.

5. If you desire to know exactly what your insurance coverage will be, prior to treatment, then we can pre-determine or pre-authorize your benefits. However, this delays treatment 4–6 weeks, waiting for the insurance company to respond.

4. For your convenience we will estimate the portion of your total fee that your insurance company will cover.
This is just an estimate.After insurance benefits, you are responsible for any unpaid balance.We will ask
you to bring with you at the time of treatment the estimated uncovered portion of the total fee.

3. Unfortunately, insurance benefits will almost always be less than anticipated. Please understand that the amount
of benefits to be derived under your particular policy is a pre-determined arrangement between your employer
and the insurance company; we are unable to increase benefits beyond that which this agreement allows.

2. It is the patient’s responsibility to be aware of their insurance policy, including but not limited to; limitations,
maximums, deductibles, percentage of benefits, pre-authorizations.

1. Professional services are rendered to the patient, and not to the insurance company.Thus, the insurance company is responsible to the patients, and the patient is responsible to the doctor.We cannot render service on the
assumption that the charges will be paid for by an insurance company.

Please understand we are desirous to extend care to you and to work with you and any insurance coverage you
may have.

T H E FA C T S A B O U T I N S U R A N C E

Shelly J. Allred, r.d.h.

Dr. John Dean, D.D.S.
Dr. Nate Lewis, d.d.s.

Michelle Reading, r.d.h.

Dr. Bruce O’Donoghue, d.d.s.
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SIGNATURE (parent, legal guardian, or authorized agent of patient)
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the foregoing procedures have been explained to me if necessary and I have been given the opportunity to ask questions.

or may not be achieved, for my benefit or the benefit of my minor child or ward. I acknowledge that the nature and purpose of

ated with general preventative and operative treatment procedures in hope of obtaining the potential desired results, which may

I do voluntarily assume any and all possible risks, including the risk of substantial and serious harm, if any, which may be associ-

Doctors of Oral Health Center of any changes at any subsequent appointments.

change of medical condition or medication can affect dental treatment, I understand the importance of and agree to notify the

Health Center as my dentist and understand they will exercise all their professional knowledge to the best of their ability. Since a

charged for services by the Doctors of Oral Health Center and they are satisfactory to me. In essence, I accept the Doctors of Oral

tion, pain, anaphylactic shock, and intestinal or systemic upset, and voluntarily assume the possible risks. I consent to the fees

possible in dentistry, possibly resulting in, but not limited to, pulpal irritation, root canal treatment, loss of teeth, necrosis, infec-

fracture; and postoperative hemorrhage and discomfort.Adverse reactions to materials, medicines, anesthetics, and procedures are

or damage to other teeth or restorations; root or tooth into the sinus; oral antral fistula; maxillary sinusitis; possible mandibular

include, but are not limited to: pain; swelling; bruising; infection; tingling or numbness of the lips, tongue, gums, and/or face; loss

my best interests according to their best judgment. In consenting to any oral surgery I understand that possible hazards may

my treatments will be offered—only that the Doctors of Oral Health Center will exercise their professional expertise and ability in

stand that procedures in dental surgery, diagnosis, and treatment are not an exact science and no guarantees as to the outcome of

I request and consent to all dental procedures which my dental conditions or those of my dependents may require, and I under-

understand that occasionally needles break and may require surgical retrieval.

are not limited to, bruising, hematoma, cardiac stimulation, temporarily or rarely, permanent numbness, and muscle soreness. I

I understand that the administration of local anesthetic may cause an untoward reaction or side effects, which may include, but

ments.

peutic, and/or other pharmaceutical agent(s), including those related to restorative, palliative, therapeutic, or surgical treat-

I have responsibility, including arrangement and/or administration of any sedative (including nitrous oxide), analgesic, thera-

be deemed necessary or advisable to maintain my dental health or the dental health of any minor or other individual for which

I authorize the Doctors of Oral Health Center and/or assistants, as s/he may designate, to perform those procedures as may

to notify the dentist of any changes at any subsequent appointments.

change of medical condition or medications can affect dental treatment, I understand the importance of and agree

I certify that the answers to the Health question are accurate and correct to the best of my knowledge. Since a

AND CONSENT TO PROCEED

H E A LT H Q U E S T I O N N A I R E A C K N O W L E D G E M E N T

Patient’s Name __________________________________________________________________________________________________

