TREATMENT AUTHORIZATION
I authorize and give consent to perform dental services agreed between doctor and patient and/or parent or guardian to be necessary or advisable including the use of local anesthesia and other medication as indicated. 

For purpose of teaching, research, and scientific publication, the dentist may use photographs, radiographs, or other diagnostic materials. The identity of the patients will remain anonymous; the patient may view this material for consent and refuse this request. 

  →Signature ____________________________________________  Date ____________________
Payment for all treatment and services rendered are my responsibility.

AGREEMENT TO PAY
I agree to FINANCIAL RESPONSIBILITY for my/my family's treatment. In the event a quotation of fees is not given to me before the services being performed, I shall ask for such a quotation or waive my right to later claim the fee exceeded the value of services rendered. 

In the event that payment for dental services is not made within forty-five (45) days of the receipt of statement, then a service fee at the prevailing rate of 21 % will be added to the past due balance. If collection services or legal services are required to obtain payment of the amount billed, I further agree to pay for all legal fees and costs reasonable incurred in connection with my therewith. I acknowledge receipt of a copy of this form. 
  →Signature ____________________________________________  Date ____________________
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION
TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY 

PURPOSE OF CONSENT -By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare operations. 

NOTICE OF PRIVACY PRACTICES: You have the right to read our Notice of Privacy Policy Practices before you decide whether to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of our protected health information, and of other important matters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your protected health information that we maintain. 

RIGHT TO REVOKE: You will have the right to revoke this Consent at any time by giving us written notice of your revocation. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent. I have had full opportunity to read and consider the contents of the above Consent form, your Notice of Privacy Practices, and your agreement to pay policy. I understand that, by signing this consent form, I am giving my consent to your use and disclosure of my protected health information to carry our treatment and health care operations.

→Signature ____________________________________________  Date ___________________


We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because: 

□ Individual refused to sign 

□ Communications barriers prohibited obtaining acknowledgement 

□ An emergency situation prevented us from obtaining acknowledgement 

□ Other (Please specify) 

