
As a condiƟon of treatment by this office, financial arrangements must be made in advance. The pracƟce depends upon reimburse‐
ment from the paƟents for the costs incurred in their care and financial responsibility on the part of each paƟent must be deter‐
mined before treatment. 

PaƟents who carry dental insurance understand that all dental services furnished are charged directly to the paƟent and that he or 
she is personally responsible for payment of all dental services. This office will help prepare the paƟents insurance forms or assist 
in making collecƟons from insurance companies and will credit any such collecƟons to the paƟent’s account. However, this dental 
office cannot render services on the    assumpƟon that our charges will be paid by an insurance company.  

Insurance companies have a wide variety of rules and exclusions that the office may not be aware of. The office staff will esƟmate 
insurance   coverage  to the best of their ability but the paƟent agrees that this is an esƟmate only, not a guarantee of coverage. 

A service charge of 1 1/2% per month (18% per annum) on the unpaid balance may be charged on all accounts exceeding 60 days, 
unless previous wriƩen financial arrangements are saƟsfied. 

I hereby authorize doctor or designated staff to take xrays, study models, photographs, and other diagnosƟc aids deemed appro‐
priate by doctor to make a thorough diagnosis of my or my child’s dental needs. 

Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually agreed upon by me and to employ such 
assistance as required to provide proper care. 

I understand that during the course of dental treatment certain unpredictable condiƟons may be discovered that require addiƟon‐
al treatment and I permit the doctor and staff to render that treatment when deemed reasonable and beneficial to my dental and 
overall health. 

 

In ConsideraƟon for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reason‐
able value of said services to the Doctor, or his assignee, at the Ɵme the services are rendered, or within five (5) days of billing if 
credit shall be extended. I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in 
wriƟng, within the Ɵme for payment thereof. I further agree that a waiver of any breach of any Ɵme or condiƟon hereunder shall 
not consƟtute a waiver of any further term or condiƟon and I further agree to pay all costs and reasonable aƩorney fees if suit be 
insƟtuted hereunder.  

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss maƩers related to this form. 

 

 

 

I have read the above condiƟons of treatment and payment and agree to their content. 

 

 

 

 

_______________________________________  Date: ___________  RelaƟonship to PaƟent: ______________________________ 

      Signature of paƟent, parent or guardian 

 CONSENT FOR SERVICES  


	Date: 
	Signature: 
	Relationship to Patient: 


