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HEALTH QUESTIONNAIRE ACKNOWLEDGEMENT AND CONSENT TO PROCEED:
I certify that the answers to the health questions are accurate and correct to the best of my knowledge.
Since a change of medical condition or medications can affect dental treatment, I understand the importance of
and agree to notify the dentist of any changes at any subsequent appointment.
I authorize the doctor(s) or assistants as they may designate to perform those procedures as may be
deemed necessary or advisable to maintain my dental health or the dental health of any minor or other
individual for which I have responsibility, including arrangements and/or administration of any sedative
(including nitrous oxide), analgesic, therapeutic, and/or other pharmaceutical agent(s), including those related
to restorative, palliative, therapeutic or surgical treatments.
I understand that the administration of local anesthetic may cause reactions and/or side effects, which
may include, but are not limited to, bruising, hematoma, cardiac stimulation, temporary or rarely permanent
numbness, and muscle soreness. I understand that occasionally needles break and may require surgical
retrieval.
I do voluntarily assume any and all possible risks, including the risk of substantial and serious harm, if
any, which may be associated with general preventive and operative treatment procedures in hopes of
obtaining the potential desired results, which may or may not be achieved, for my benefit or the benefit of my
minor child or ward. I acknowledge that the nature and purpose of the foregoing procedures have been
explained to me if necessary and I have been given the opportunity to ask questions.
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 insurance forms of our patients or assist in making collections from insurance companies and will
credit any such collections received to the patient’s account. However, this dental office cannot render services
on the assumption that our charges will be paid in full by an insurance company.
I authorize the dentist or his designees to release financially identifiable information and treatment
descriptions and information, either electronically, by facsimile or in paper form to my insurance carrier or any
related entities that require such information to be submitted.
I grant my permission to you or your assignee to telephone me at home or at my workplace to discuss
matters related to this form. I also agree to let this office leave messages concerning appointments and/or
results on my answering machine or with a family member.
48 hours notice is required for schedule changes. I understand that a $30.00 fee will be assessed to my
account for no show or missed appointments without the required notice. I agree to pay all attorney fees, court
costs, and filing fees. A 35% collection fee will be added to your account in the event of an unpaid balance.
Signature: ___________________________________________________ Date ____________
(Patient and/or Legal Guardian of Patient)
Witness: ____________________________________________________ Date ____________

