
 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



PATIENT CONSENT  

Clinical 

1. I authorize the Practice to take radiographs, study models, photos, and other diagnostic aids or 

materials (collectively, “Diagnostic Material”) as needed to make a thorough diagnosis. I 

authorize that such Diagnostic Material may be released to third-party payors and/or other 

health professionals. 

 

2. I authorize the use of anesthetics, sedatives, and other medication, as needed, and am fully 

aware that using anesthetic agents involves certain risks, including but not limited to redness 

and swelling of tissues, short and long-term numbness, pain, itching, vomiting, dizziness, 

miscarriage, cardiac arrest, drowsiness, and/or lack of coordination. 

 

Financial – Dental Insurance 

We will accept the “assignment of benefit” from most insurance companies for the services provided 

to you.  We will do our best to “guestimate” the portion your insurance plan will not pay.  Please 

help us to help you by understanding that it is truly an estimate, as there is no way that we can 

determine the exact amount the insurance company will pay.  We request that you also help us by 

paying “your portion” on the day of your appointment.  This will include any unmet deductibles.  

After the insurance reimburses our office for your visit, should there be a remaining balance on your 

account, we will call you.  Should my account become delinquent, I will be responsible for all 

additional collection costs, including reasonable attorney fees. 

Financial – No Dental Insurance 

 

I am responsible for payment for all services rendered on my behalf.  I understand that payment is 

due when services are rendered.  Should my account become delinquent, I will be responsible for all 

additional collection costs, including reasonable attorney fees. 

 

Good Faith Estimate – No Dental Insurance 

 

You have the right to receive a Good Faith Estimate for the total expected cost of any health care 

items or services upon request or when scheduling such items or services. 

 

You can request a Good Faith Estimate at any time. 

 

If you receive a bill that is at least $400 more for any dental office than your Good Faith Estimate 

from that dental office, you can dispute the bill. 

 

For questions or more information about your right to a Good Faith Estimate, visit 

www.cms.gov/nosurprises/consumers, email FederalPPDRQuestions@cms.hhs.gov, or call 1-800-

985-3059. 

 

I have read this Patient Consent and agree to all terms and conditions herein. 

 

Patient’s Name:  _____________________________________  Date: ___________ 

 

 


