OFFICE POLICIES
Please INITIAL after EVERY section

Covusent for Services

v

| anthorize the doctor or staff to- take w-rays, photographg or any other dlagnostic alds deemed appropriote by doctor to- make
thovough diagnosis of patient'y dental needs.

| anthorize the doctor to- perform all recommended treatment mutually agreed by me and to- wse appropriate medicotion and
therapy indicated for suc treatment: | understond that uwsing anestiretic agents embodies a certoin risk. Furthermore, |
autihorize and consent the dottor to- choose and employ such assistance as deemed fitto- provide recommended treatment:

| wnderstand, that my nsurance sy a contract between myself and the bsnronce company. (Practice name) sy not port of that
contract: | do-not hold the office responsiple for any deductibles, co—payments, covered or non~-covered charges, “wsmnal and
cwstomary” charges, efe: otver Huan to- supply factual information regarding services rendeved. If | have any questions or disputes
I will contfact my bnsrance company.

| have been shown a copy of (Practice name) Notice of Privacy Practices and understand | can request o copy.

| gve consent to- optain, wse, and disclose my childly protected medical healtiv information to- carry out treatment, payment
activity, and healtiveore operations.

[ gramt permission for this office to- telephone me at home or at my work to- diseuss matter related to- my chilol

INITIAL
SOCIAL MEDIA — Please initial ONE of the two options

__INITIAL YES, | awthorize this office to- post pictuwres _____INITIAL [ optowtof having my child’y pichures and
and videos of my child on soviol media including, but o videos on social media including, but not imited to,
not lmited to, Facehook and lnstagrom. Facehook and Instagram. | will notify the staff promptly

for ensre my child i properly noted to- abstain from

Fi cal Pold

v

I wnderstand that payment y dune atthe time of service wnless other arrangements haae been made i adyonce i the form of
cash, check, VISA, Ducover, MasterCaro, American Express, or CoreCredit:

I understand that f there 5 a balance on my accownt | may be asked to- make a full payment before my child can be seen
examined. or treatment can be rendered.

| wnderstond. that my nsurance iy o contract between myself and the Usnronce company. | connot hold (practice name)
respovsible for any dedunctibles, copayments, non-covered charges, “wsunal and cwstomary” charges, or balances resulting from
deduetibles, copayments, non-covered charges, “usmal and. customary’ clharges, efe.

| understand Hiot the (practice name) accepty most PPO nsurances and | o fully awoare wirethver this provider (s - or owt-
of-network withv my sraunce company and specific grownp plan.

| uwnderstand Hiot Uf Hiis provider iy out-of=network withe my bsurance company and specific growp plan, then | will be
chavged office fees and will be responsible for office fees Uncurred. for “non—covered services:”

| understand Hhot Uf | do- not hhave dental wsurance and choose to- poy owt of pocket;, | will pay i full Hhe same doy services are
rendereol

| wnderstand and am aware of my plan coverage, frequencies, and lumitotions: | will review them annunally for any benefit
changes or exclnsions.

INITIAL

GWMWVUP/RWW Party

[ amv legally a responsible party n bringing my child(ren) to- appointments for cleanings, treatments, and examinations.

| am financially responsible for dental billy and balances, deductibles, copayments, fees, and chrarges dure.

| will wotify (Fractice name) Uf anyone otiver tHhan myself or spouse iy accompanying my child(ren). | will fll owt o Guardian
Congent Form for any addition persons that | anthorize to- make decisions on my child(ren)'s dental treatment or care.

I understand that if my child s brought to- an appointment without me, all procedinres e/ she s sehedided for will be done
and. | will contact tive office to- decline ov add any services

In cases of divorced and separafed families — Regordless of divoree or separotion agreements, n or owt of cowrt proceedings,
(Practice name) wll not get wolved. n any specific arrongements concerning seieduling or billing. | understand that my
Advoree or separation agreement g a contract between the two- parties wivo- made the agreement:

INITIAL

Cancellations/ Reschedule Policy

v
v

I wnderstond thot my child{ren) will be provided appountment ttmes Hiat are appropriote for their ages and needs,
| wnderstond thot ay a cownrtesy (Fractice name) will send appountment remindery un the form of text; phhone call, or emall, but
U b my respovsibility to- kinow my chidd(ren)’s appountment date and tme.



v | understond that Uf my appointment hay been reserved and U iy my responsiblity to- be at Hhe office on time. If | arrive 15
minutes post Hhe seheduded appointment time | may have to- reschedude thve appointment or wait wntil my child(ren) can be
seen

v | uwnderstond tivat (Practice name) needs ot least 48 howr notice for any cancellation or rescihedude of any type of appointment:

v wnderstond that Uf | cancel or reschedude any appointment withv less han 48 hour notice | will be charged $50 per child.

We wantto-give everyone the same amovnt-of fime for their dental care by meeting thedr scheduded appointmentfime. Our staff
rives to- respect your fime and do- ovwr part-fo-care for your child in a fmely manner. We wndersfand that circumgtances occwr that
may not-allow your child fo- make a scheduded appointment: Nevertheless, we ask for sufficcent notice before a migged appointment;
whether 48 howrys or less: Exceptions and fee walvers will kindly be determined wpon the digcretion of owr front office staff

INITIAL
! haye read the above condifions of treatment and payment-and agree tfo-their content

Potient Name(s) Porent or Guoardian Signature
Date



