
As a condition of your treatment by this office, financial arrangements must be made in advance.  The practice depends upon reimbursement from the patients for 

the costs incurred in their care and 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.  

 Patients who carry dental insurance understand that all dental services furnished 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 patients insurance forms or assist in making collections from the insurance companies and will 

credit any such collections to the patients 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 1/2 % 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 the fee estimate listed for this dental care can only be extended for a period of 30 days 

from the date of the patient examination.  

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

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

 



  

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have answered all questions to the 

best of my knowledge. Should further information be needed, you have my permission to ask the respective health care provider or agency, who 

may release such information to you. I will notify the doctor of any change in my health or medication. I hereby authorize doctor or designated staff 

to take x-rays, study models, photographs, and any other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of (Name of 

Patient) __________________________’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 agree to the use of anesthetics, sedatives and other 

medication necessary. I fully understand that using anesthetic agents  embodies certain risks; I understand that I can ask for a complete recital of 

any possible complications.   

 



 

 

Medical Information Release Form (HIPAA Release Form) 

 

Name: ___________________________________  Date of Birth: _____/____/_____   

Release of Information 

[  ]  I authorize the release of information including the diagnosis, records; 

 examination rendered to me and claims information. This information may be 

 released to:   

[  ] Spouse ________________________________________   

[  ] Child(ren) ______________________________________   

[  ] Other __________________________________________   

[  ] Information is not to be released to anyone.   

 

This Release of information will remain in effect until terminated by me in writing. 

Messages 

  

Please call     [  ] my home         [  ] my work    [  ] my cell number:__________________   

  

If unable to reach me:  

  [ ]  you may leave a detailed message  

  [ ]  please leave a message asking me to return your call   

  [ ]  __________________________________________   

      

The best time to reach me is (day)___________________ between (time)_________   

 

Signed: __________________________________________ Date: ____/____/_____      

                            

Witness:__________________________________________ Date: ___/____/______ 


