Consent for Treatment
You, the patient, have the right to accept or reject dental treatment recommended by your dentist. Prior
to consenting to treatment, you should carefully consider the anticipate benefits and commonly known
risks of the recommended procedure, alternative treatments, or the option of no treatment.
Do not consent to treatment unless and until you discuss potential benefits, risks, and complications with
your dentist and all of your questions are answered. By consenting to the treatment, you are
acknowledging your willingness to accept known ricks and complications, no matter how slight the
probability of occurrence.
It is very important that you provide your dentist with accurate information before, during, and after
treatment. It is equally important tha you follow your dentist’s advice and recommendations regarding
medication, pre and post treatment instructions, referrals to other dentists or specialists, and return for
scheduled appointments. If you fail to follow the advice of your dentist, you may increase the chances of
a poor outcome.
1. Treatment to be Provided
I understand that during my course of treatment that the following care may be provided:
Examinations including Oral Cancer Screening, Preventive Services, Restorations, Root Canal Therapy,
Crowns, Bridges, Implants, Other.
2. Drugs and Medications
I understand that antibiotics, analgesics, and other medications can cause allergic reactions causing
redness and swelling of tissues; pain, itching, vomiting, and/or anaphylactic shock (severe allergic
reactions).
3. Changes in Treatment Plan
I understand that during treatment it may be necessary to change or add procedures because of
conditions found while working on the teeth that were not discovered during examination, the most
common being root canal therapy following routine restorative procedures. I give my permission to the
dentist to make any/all changes and additions as necessary.
Financial Policy
As a condition of treatment by this office, financial arrangements must be made in advance. The practice
depends upon reimbursement from patients for the costs incurred in their care. Financial responsibility on
the part of each patient must be determined before treatment.
All emergency dental services, or any dental services performed without previous financial arrangements,
must be paid for in cash at the time services are performed unless other arrangements are made.
Patients with dental insurance understand that all dental services are charged directly to the patient and
that he or she is personally responsible for payment of all dental services. This office will help prepare
the patient’s insurance forms or assist in making collections from insurance companies and will credit
anhy collections to the patient’s account. However, this dental office cannot render services on the
assumption that our charges will be paid by an insurance company.
A service charge of 1% per month (18% per annum) on the unpaid balance may be charged on all
accounts exceeding 60 days, unless previously written financial arrangements are satisfied.
I understand that any fee estimate for this dental care can only be extended for a period of six months
from the date of the patient examination.

.
HIPPA Acknowledgement
I understand that I may inspect or copy the protected health information described by this authorization.
I understand that at any time, this authorization may be revoked, when the office that receives this
authorization receives a written revocation, although that revocation will not be effective as to the
disclosure of records whose release I have previously authorized, or where other action has been taken
in reliance on an authorization I have signed. I understand that mhy health care and the payment for my
healthcare will not be affected if I refuse to sign this form.
I understand that the information used or disclosed, pursuant to this authorization , coul be subject to redisclosure by the recipient and, if so, may not be subject to federal or state law protecting its
confidentiality.
Consent for Internet Communications
I grant my permission to the dental practice to upload and store confidential patient information (including
account information, appointment information and clinical information) to the secured web site for the
dental practice. I understand that, for security purposes, the site requires a user ID and password for
access and use. I also understand the dental practice and I are responsible for maintaining the strict
confidentiality of any ID and password assigned to me; and that the dental practice is not liable for any
charges, damages, or losses that may be incurred or suffered as a result of my failure to maintain
confidentiality. I understand the dental practice is not liable for any harm related to the theft of my ID an d
password, my disclosure of my ID and password, or my authorization to allow another person or entity to
access and use the dental practice web site with mhy ID and password. I also agree to immediately
notify the dental practice of any unauthorized use of my ID or of any other need to deactivate my ID due
to security concerns.
I also understand that State and Federal laws, as well as ethical and licensure requirements impose
obligations with respect to patient confidentiality that limit the ability to make use of certain services or to
transmit certain information to third parties. I understand the dental practice will represent and warrant
that they will, at all times during the terms of the Agreement and thereafter, comply with all laws directly or
indirectly applicable that may now or hereafter govern the gathering, use, transmission, processing,
receipt, reporting, disclosure, maintenance, and storage of my information, and use their best efforts to
cause all persons or entities under their direction or control to comply with such laws. I agree that the
dental practice has the right to monitor, retrieve, store, upload and use my information in connection with
the operation of such services, and is acting on my behalf in uploading my patient information. I
understand the dental practice will use commercially reasonable efforts to maintain the confidentiality of
all patient information that is uploaded to the web site on my behalf. I understand the dental practice
CANNOT AND DOES NOT ASSUME ANY RESPONSIBLILITY FOR MY USE OR MISUSE OF PATIENT
INFORMATION OR OTHER INFORMATION TRANSMITTED, MONITORED, SOTRED, UPLOADED OR
RECEIVED USING THE SITE OR THE SERVICES.

_____________________________________
Signature

________________________
Date

