
 

COMPREHENSIVE EXAM RELEASE 

I authorize Advantage Dental to take the necessary radiographs and comprise a comprehensive treatment plan. 

Patient or Guardian 
Signature__________________________________________________________Date_____________________________ 

 

PAYMENT AGREEMENT 

I understand and agree that health, dental, and accident insurance policies are an arrangement between an insurance carrier and myself. 

I understand that this office will prepare any necessary reports and forms to assist me in making collection from the insurance company and 
that any amount authorized to be paid directly to this office will be credited to my account on receipt. 

I understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. 

I understand and agree that this office, as a courtesy to me, will not impose any interest charges to any balance I may incur for a period of 
thirty days after the charges are incurred, to afford my insurance carrier, if any, that amount of time to make payment.  It is understood that 
any balances outstanding for more than thirty days will be charged at the rate of 1.5 percent per month and I agree to pay said charges.  In 
the event my account balance is referred to an agency or attorneys for collection purposes, I agree to pay reasonable attorney’s fees and 
any expenses or costs relating to the collection proceeding, including court costs.  In the event that the patient is a minor, I am the parent 
and/or guardian or said patient and agree that I am responsible for all services rendered to the patient herein. 

I understand that if I suspend or terminate my care and treatment, any fees for professional services rendered to me will be immediately 
due and payable. 

Patient or Guardian 
Signature__________________________________________________________Date_____________________________ 

    (If patient is a minor, parent or guardian must sign here) 

 

AUTHORIZATION OF PAYMENT OF BENEFITS 

I hereby authorize payment directly to Advantage Dental.  I agree that a photocopy of this authorization is as valid as the original. 

Patient or Guardian 
Signature__________________________________________________________Date_____________________________ 

 

DENTURE UPGRADE CONSENT 

I have agreed with Advantage Dental to have my dentures upgraded.  By doing so, I understand that I must pay the difference in cost 
between the denture allowed by my insurance plan and the denture I choose to have.  I am also responsible for the fee that my insurance 
company specified as my co-pay. 

Patient or Guardian 
Signature__________________________________________________________Date_____________________________ 

 

 

 

 

RESPONSIBLE PARTY INFORMATION (MINORS MAY NOT SIGN FOR CONSENT) 
(MUST BE 18 OR OLDER) 

The following is for:   the patient,   the patient’s spouse,   the person responsible for payment 

Name:____________________________________________________________________________________________________________ 

   Male  Female    Married    Single    Other ____________________________________ 

Social Security #: _______________________________________________ Birth Date:___________________________________________ 

Phone (Home):_________________________ (Work):______________________ Ext:_____________ Best time to call:_________________ 

Address:___________________________________________________________________________________________________________ 
   Street          Apartment # 

__________________________________________________________________________________________________________________ 
  City      State     Zip Code 

 

NOTICE OF PRIVACY PRACTICES 

HIPPA Requirements 
The Practice: 

(a) Is required by federal law to maintain the privacy of your PHI (Protected Health Information) and to provide you with this Privacy 
Notice detailing the Practice’s legal duties and privacy practices with respect to your PHI. 

(b) Under the Privacy Rule, The Practice may be required by State Law to grant greater access to maintain greater restrictions on the 
use or release of our PHI than that which is provided for under federal law. 

(c) Is required to abide by the terms of this Privacy Notice. 
(d) Reserves the right to change the terms of this Privacy Notice and to make the new Privacy Notice provisions effective for your 

entire PHI that it maintains. 
(e) Will distribute any revised Privacy Notice to you prior to implementation. 
(f) Will not retaliate for filing a complaint. 

Effective date: This notice is in effect as of 10/17/11. 

Patient acknowledgement: 
By signing my name below, I acknowledge a receipt of a copy of this notice and my understanding and agreement to its terms. 

Patient or Guardian 
Signature__________________________________________________________Date_____________________________ 

 

TREATMENT PLAN RELEASE 

I authorize Advantage Dental to perform the necessary treatment plan. 

Patient or Guardian Signature_________________________________________________________Date_____________________________ 




