Consent for Office Visits

I hereby authorize the doctor, assistant and/or hygienist to take x-rays, study models or any other
diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of my dental needs. |
also authorize the doctor to perform all forms of treatment, therapy, and medications that may be
indicated for proper dental health as recommended. | understand the use of some anesthetic agents can
have certain risks. | further understand that | am fully responsible for all dental fees and invoices that

understand if | have insurance and the insurance does not pay for a service, | am responsible for
payment. If an invoice becomes past due, the office will attempt to contact me to receive the payment
using the address | have given. | understand that if the invoice goes unpaid for 60 days, the office policy
is to send the account to a collection agency, at which time the office will impose a late collections fee of
$20 or 25% of past due invoices, whichever is greater.

By signing | give my consent for treatment rendered and understand penalties for late payment.

Patient’s Printed Name

Patient’s Signature

Date




