
 
 
Name                                                                                                   Soc. Sec. # __________________________ 
                               Last Name                            First Name                   Middle  

Address ____________________________________________       Sex ___ M ___ F    Birthdate ___________  

City _______________________ State _______ Zip __________ Email _______________________________ 

Cell Phone                                              Home Phone ___________________ 

Whom may we thank for referring you? ____________________________________________________ 
 

Notify in case of emergency __________________ Relationship ______________ Phone __________________ 
 

Alternate Phone ________________________ Email _______________________________________________ 
 

Employer Information 
Patient Employed by _________________________________ Occupation _____________________________ 
 

Business Address ___________________________________________________________________________ 
 

Business Email __________________________________   Business Phone ____________________________ 
Primary Insurance 

 

Person Responsible for Account __________________________________________________________ 
     Last Name   First Name   Middle Initial 
 

Relation to Patient ______________________ Birthdate ______________ Soc. Sec. #_____________________ 
 

Address (if different from patient) _____________________________________ Home Phone ______________ 
 

City ___________________________________________________ State _________ Zip _________________ 
 

Cell Phone ____________________________ Email _______________________________________________ 
 

Business Address ___________________________________________________________________________ 
 

Business Email __________________________________   Business Phone ____________________________ 
 

Insurance Company ___________________________________________ Phone ________________________ 
 

Group # ____________ Subscriber’s # _______________________ Contract # __________________________ 
 

Name(s) of other dependents under this plan ______________________________________________________ 
Additional Insurance 

 

Is patient covered by additional insurance? __ Yes    __ No 
 

Subscriber’s Name ________________________ Relation to patient______________ Birthdate_____________ 
 

Address (if different from patient) ____________________________________ Soc. Sec. # ________________ 
 

City ___________________________________________________ State ________ Zip __________________ 
 

Cell Phone _____________________________________ Email ______________________________________ 
 

Business Address ___________________________________________________________________________ 
 

Business Email _____________________________   Business Phone _________________________________ 
 

Insurance Company ___________________________________________ Phone ________________________ 
 

Group # ____________ Subscriber’s # _______________________ Contract # __________________________ 
 





 

 

HIPAA PATIENT CONSENT FORM 

Our Notice of Privacy Practices provides information about how we may use and disclose protected 
health information about you. The Notice also contains a patient rights section describing your 
patient rights under the law. You have a right to review this notice before signing the consent. The 
terms of the notice may change, and if this should occur, you may receive a revised copy by 
contacting the office. 

You have the right to restrict how protected health information about you is used or disclosed for 
treatment, payment or healthcare operations. We are not required to agree to this restriction, but if 
you do, we shall honor that agreement. 

By signing this form, you consent to our use and disclosure of protected health information about 
you for the treatment, payment or healthcare operations via telephone, mail, fax, electronic mail, and 
verbal communications. You have a right to revoke this consent in writing, signed by you. However, 
such a revocation shall not affect any disclosures we have already made in relation to you on your 
prior consent. The practice provides this form to comply with the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). 

The patient understands that: 
1) Protected health information may be disclosed or used for treatment, payment or health care 
operations 
2) The practice has a Notice of Privacy Practices and the patient has the opportunity to review this 
notice 
3) The practice reserves the right to change the notice of privacy practices 
4) The patient has the right to request restricted use of their information, but the practice does not 
have to agree to those restrictions 
5) The patient may revoke this consent in writing at any time and all future disclosures will then 
cease 

The Consent is signed by: 

Signature________________________________________________________ 
 
 
Name___________________________________________________________ 
 
 
Date______________________ 
 



 

WRITTEN FINANCIAL POLICY 

Thank you for selecting South Coast Metro Center for Dentistry & Implants as your dental care 
provider. Our primary mission is to deliver the best and most comprehensive dental care available. 
An important part of the mission is making the cost of optimal care as easy and manageable for our 
patients as possible by offering several payment options. 

For patients without dental insurance, full payment is required at time of treatment unless we have 
authorized a different payment plan. For patients with dental insurance we will work with our carrier 
to maximize your benefits and directly bill them for reimbursement for your treatment. Not all 
services are covered benefits by your insurances. 

Your insurance policy is a contract between you and the insurance company. Our financial 
relationship is with you and not the insurance company. All charges are your responsibility 
whether your insurance company pays or not. All of the information we provide regarding your 
insurance benefits are only estimates. 

Fees for services, including deductibles, co-payments, and services and procedures not covered or 
denied under your insurance plan are due at the time of treatment. If the insurance company does 
not pay your covered benefits within 30 days, we will ask that you contact the insurance carrier to 
expedite the payment process. 

If the insurance company does not pay your balance within 45 days, we will require that you pay the 
balance due. Balances older than 90 days are considered to be in delinquency and will be reported 
to the credit bureau and sent to collections. All fees associated with collection on your account will 
be your responsibility, including but not limited to collection agency fees in addition to the balance 
owed. A monthly 1.5% interest fee will be charged on account balances over 90 days. 

Our office offers the following payment options: 

• Cash, Check, Visa, Mastercard, American Express 
• Payment Plans from CareCredit and Lending Club 

Please note: We request 24 hour prior notice of any cancellations otherwise a $50 cancellation fee 
may be charged. Our office charges $30 for returned checks. 

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry 
you want or need. 

Signature______________________________________________________ 
 
Name_________________________________________________________ 
 
Date___________________ 



 

PATIENT GENERAL CONSENT FORM 
1. Work to be done: I understand that I am having the following work done [Indicate all services being provided]: 
Fillings ( ) Bridges ( ) Crowns ( ), X-rays ( ) Extractions ( ) Impacted teeth removal ( )  Root Canals ( ) Dentures ( ) 
Other ( ) ____________________________________________________________________________   
Patient initials ___________  

2. Drugs and medications: I understand that antibiotics, analgesics and other medications may cause allergic 
reactions causing redness and swelling of tissue, pain, itching, vomiting, and/or anaphylactic shock. I have advised 
my dentist of any and all medications I am currently taking, including but not limited to prescription medications, 
over-the-counter medications, herbal remedies, and alternative medications.  I further understand that failure to 
advise my dentist of any medications I am taking prior to starting dental work may have unforeseen negative 
consequences for me. Patient initials ___________  

3. Changes in treatment plan: I understand that during treatment, it may be necessary to change or add 
procedures because of conditions found while working on the teeth that were not discoverable during previous 
examinations. For example, root canal therapy may be necessary following routine restorative procedures. I give 
my permission to my dentist to make any/all changes and additions as necessary.  These changes will be discussed 
with me and I will have the opportunity to verbally agree or decline the change in treatment, unless it is not 
practical due to a dental/medical emergency. Patient initials ___________  

 4. Removal of teeth: Alternatives to removal have been explained to me (root canal therapy, crowns, periodontal 
surgery, etc.), and I authorize the dentist to remove the following teeth: 
___________________________________ and any others necessary for reasons in paragraph #3. I understand 
removing teeth does not always remove all the infection, if present, and it may be necessary to have further 
treatment. I understand the risks involved with extraction, some of which are pain, swelling, spread of infection, 
dry socket, and loss of feeling in my teeth, lips, tongue and surrounding tissue (Paresthesia) that can be temporary 
or permanent, and fractured jaw. I understand I may need further treatment by a specialist if complications arise 
during or following treatment, the cost for which is my responsibility. Patient initials ___________  

5. Crowns, bridges and caps: I understand that sometimes it is not possible to match the color of natural teeth 
exactly with artificial teeth. I further understand that I may be wearing temporary crowns, which may come off 
easily and that I must be careful to ensure that they are kept on until the permanent crowns are delivered. I realize 
the final opportunity to make changes in my new crowns, bridge, or cap (including shape, fit, and color) will occur 
only before final cementation. It is also my responsibility to return for permanent cementation within 21 days from 
initial tooth preparation. Excessive delays may allow for tooth movement or additional decay which may 
necessitate a remake of the crown, bridge, or cap. In such instances, I understand that there will be additional 
charges for remakes due to my delaying permanent cementation.    Additional risks: Patient initials __________  

6. Endodontic treatment (root canal): I realize there is no guarantee that root canal therapy will save my tooth, and 
that complications can occur from the treatment, and that occasionally root canal filling material may extend 
through the tooth which does not necessarily affect the success of the treatment. I understand that endodontic 
files are very fine instruments and stresses from their manufacture can cause them to break in my tooth during 
treatment. I understand that occasionally additional surgical procedures may be necessary following root canal 



treatment (apicoectomy), or the root canal may be short or have other complications and may need to be redone.   
My root might also be perforated during the procedure causing me to lose the tooth.  I understand that the tooth 
may be lost in spite of all efforts to save it and that a root canal is not a guarantee the tooth will be saved.    
Additional risks: Patient initials ___________ 
 

7. Periodontal loss (tissue and bone): I understand that if I am being treated for periodontal disease, this means I 
have a serious condition, causing gum and bone inflammation or loss and that it can ultimately lead to the loss of 
my teeth. Alternative treatment plans have been explained to me, including gum surgery, replacements and/or 
extractions. I understand that any dental procedure may have a future adverse effect on my periodontal condition.     
Patient initials ___________  

8. Fillings: To avoid breakage, I understand that care must be taken when chewing on fillings, especially during the 
first 24 hours. I understand that a more extensive filling than originally diagnosed may be required due to 
additional decay. I understand that increased sensitivity is a common effect of a newly placed filling. Additional 
risks Patient initials ___________  

9. Dentures: I understand the wearing of dentures is difficult. Sore spots, altered speech, and difficulty in eating 
are common problems associated with dentures. Immediate dentures (placement of denture immediately after 
extractions) may be painful. In addition, immediate dentures often require considerable adjusting and several 
relines. A permanent reline will be needed later. This is not included in the denture fee. I understand that it is my 
responsibility to return for delivery of the dentures. I understand that failure to keep my delivery appointment 
may result in poorly fitted dentures. If a remake is required due to my delay of 30 days or more, there may be 
additional charges assessed against me.  Patient initials ___________  

I understand that dentistry is an inexact science and that therefore, reputable practitioners cannot properly 
guarantee results. I acknowledge that no guarantee or assurance has been made to me by anyone regarding the 
dental treatment(s) which I have requested and authorized.   

I hereby authorize any of the doctors or dental assistants or auxiliaries to proceed with and perform the dental 
restorations and treatments indicated above and as explained to me. I understand that this is only an estimate and 
subject to modification depending on unforeseen or undiagnosed circumstances that may arise during the course 
of treatment. I understand that regardless of any dental insurance coverage I may have, I may be responsible for 
payment of the dental fees.   

  

 Date_________    Patient signature/legally authorized representative _________________________________ 

  

Relationship _______________   Printed name if signed on behalf of the patient ___________________________ 

  

 Date________________    Doctor____________________________ 


