Consent for Dental Services

1) I hereby authorize doctor (or designated staff) to take x-rays, study models, photographs, and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of (name of patient)____________________________’s dental needs.

2) I understand that the use of anesthetics and sedatives may be necessary and with their use embodies certain risks.  I am aware that by my request, I am entitled to a complete recital of potential complications.

3) I am aware that as a courtesy Advanced Dentistry by Design’s staff will bill my dental insurance.  If a dental pre-authorization has not been submitted the quoted out of pocket expense will be based on the majority of dental plans.  It is not uncommon for insurance companies to have wait periods for certain procedures.  It is my responsibility to review my plan booklet or check with my insurance company to be sure that my scheduled care falls within their guidelines. 

4) I agree to be responsible for payments of all services rendered on behalf of myself or my dependants.  I understand that payment is due at the time of service and no in-office financing is available.  A long term payment program is available upon proven credit. 

5) I am aware if there are balances that remain on my account past 30 days I will be charged a late fee of 21% APR.

6) I agree to notify the office as soon as possible if something arises and I need to reschedule an appointment.  I am aware that if I miss three appointments without informing the office prior, I may be dismissed from the practice.

7) If required I authorize Advanced Dentistry by Design to check my credit. 

8) There will be a $25.00 charge on all returned checks. 

Signature_____________________________Date_____________

Relationship to Patient___________________________________

