
 Welcome to Our Practice! 

 We are committed to providing exceptional dental care to our patients in a compassionate, professional environment. The 
 following information is provided to introduce you to our practice philosophy and policies. 

 Appointments 

 Appointments are scheduled so we can provide the most efficient care in a relaxed setting. We make every effort to 
 honor time commitments and we appreciate patients extending us the same courtesy. Patients are reminded of their 
 appointments 2-3 days in advance by email, text, or phone. Patients are kindly asked to confirm their appointment at 
 least 24 hours prior to their appointment through the reminder method employed. 

 Continuing Care 

 Our practice is focused on prevention and maintaining optimum oral health. We recommend comprehensive treatment 
 and continuing care on an appropriate recall schedule. 

 Children and Adolescents 

 We are happy to start seeing children at the age of five. Parents are welcome to accompany their children in the 
 operatories. We require that parents remain in the office with children under the age of 18 for the entire appointment. 
 Failure to comply may result in the appointment being rescheduled. 

 Cancellations and Missed Appointments 

 We require 24 hours advance notice of a cancellation. 

 Patients who do not provide 24 hours notice of a  cancellation or who do not present for a scheduled appointment will be 
 charged a fee of $50.00. 

 Patients who fail to present for a second appointment may be dismissed from the practice. 

 Payments and Insurance 

 If you will be filing dental insurance, kindly present your insurance card and information to our office. 

 Payment for treatment is due and payable the day services are rendered. It is our goal, however, to assist all of our 
 patients in obtaining the dental treatment they deserve. As a result, we offer several payment options, including cash, 
 credit card, and third party financing through Care Credit. For patients with dental insurance, we will file the appropriate 
 claim forms. 

 WE DO NOT ACCEPT PERSONAL CHECKS. 
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 General Consent for Treatment and Local Anesthesia 

 While serious complications associated with dental procedures are very rare, we would like you to be informed about the 
 necessary procedures in dentistry and acquire your consent before beginning treatment. The following risks and/or 
 complications exist with dental treatments. 

 Complications resulting from the use of dental injections and anesthetics at the site of injection include and are not limited to 
 swelling, bleeding, infection, discomfort, prolonged numbness and tingling sensation in oral cavity (usually these sensations 
 are temporary but in rare circumstances, may be permanent), jaw muscle cramps and spasms, difficulty  opening the jaw at 
 the joint, pain radiating to head, neck, and ear, nausea and vomiting, allergic reaction, rapid or irregular heartbeat, biting of the 
 cheek lip or tongue after treatment resulting in swelling and discomfort, ocular problems, or auditory problems. 

 Complications from medications or prescriptions may occur. To decrease your risk of a potentially serious drug reaction, 
 please provide us with the knowledge of any past drug allergies or adverse reactions. We are careful about the medications 
 we prescribe and will not prescribe a medication unless absolutely necessary. Allergic reaction may occur such as itching, 
 swelling, and difficulty breathing. Adverse reactions may also occur such as nausea, vomiting, headache, and drowsiness. It 
 is extremely important to take all medications as directed. 

 Minor to moderate sensitivity of teeth or soreness of gums in the area that was treated is completely normal. If you have 
 any questions or concerns after care, please do not hesitate to contact our office. Thank you. 

 I,  , have read and understand the above information,  and I give consent to 
 this facility to examine, take x-rays, and provide dental treatment. I assume full responsibility for any financial obligations. I 
 authorize my insurance company to pay by check made out directly to this facility. I authorize this facility to release any 
 medical or incidental information that may be necessary for either medical care or in processing applications for financial 
 benefit. It is this facility’s procedure to share Protected Health Information with labs, x-rays, consulting physicians and dentists, 
 and hospitals when necessary. 

 Patient (Person Authorized to Consent for Patient)  Date 

 Cancellations and Missed Appointments 

 We require 24 hours advance notice of a cancellation. Patients who do not provide 24 hours notice of a cancellation or who 
 do not present for a scheduled appointment will be charged a fee of $50.00. Patients who fail to present for a second 
 appointment may be charged a fee and/or dismissed from the practice. 

 I have read the Cancellation and Missed Appointment Policy. I understand and agree to this Policy. 

 Patient Signature  Date 



 Financial Guidelines 

 Payment for treatment is due and payable the day services are rendered. It is our goal, however, to assist all of our patients 
 in obtaining the dental treatment they deserve. Therefore, we are pleased to offer several payment options. Please read the 
 following carefully. Our financial coordinator will answer any questions you may have, and assist you in selecting the 
 appropriate financial plan for your needs. 

 For your convenience, we offer the following financial options: 

 1.  Cash or Credit Card.  NO PERSONAL CHECKS  . 
 2.  Care Credit financing 
 3.  Dental Insurance 

 We are happy to file insurance claims and assist you in obtaining the maximum benefits specified in your contract. 
 However, please keep the following in mind: 

 •  Your insurance is a contract between you, your employer, and your insurance company. We are not a party to that 
 contract. We will do our best to ESTIMATE your coverage, and file your insurance on your behalf. Not all dental services are 
 necessarily covered under your dental insurance plan. It is essential that you read and understand your coverage and pay 
 special attention to any preauthorization requirements, exclusions and waiting periods. 

 •  Our office policy states that you are totally responsible for your bill. The ESTIMATED patient portion of the fee is due 
 at the time of service. If a balance remains after we receive payment from your insurance carrier within 30 days we will notify 
 you. Failure of your insurance carrier to reimburse our office within 30 days will result in our office billing you directly for the 
 remaining balance. 

 •  We are committed to providing the highest quality of care. Our treatment recommendations and the dental 
 services we provide are in the best interest of the patient's health. The patient is responsible for payment in full 
 regardless of an insurance company's arbitrary determination of treatment necessity. 

 •  Our  participation  in  a  Preferred  Provider  Organization  (PPO)  is  a  contract  between  this  office  and  the  organization  to 
 provide  dental  services  for  the  negotiated  network  fee  schedule.  Individual  coverage  and  benefits  will  vary  within  the 
 organization  and  are  dependent  on  the  contract  between  you,  your  employer,  and  the  insurance  company.  We  are  not 
 responsible for variances in coverage and benefits within the PPO. 

 •  If your coverage changes for any reason, please notify the office immediately. 

 By signing this form, you have read and understood our policy. Any denials or insurance payments less than estimated will be 
 your responsibility. Payment will be due upon our billing cycle. All estimated out of pocket fees and deductibles are due the 
 day of treatment. Ask our office regarding our financial options before your visit, or if you have any questions regarding your 
 insurance and our policy. 
 I have read the Financial Policy. I understand and agree to this Policy. 

 Signature of Patient or Responsible Party  Date 



 Acknowledgement of Receipt of Notice of Privacy Practices 

 Patient Name: 

 State and federal laws require us to maintain the privacy of your health information and to inform you about our privacy 
 practices by providing you with a Notice of Privacy Practices. Our Notice is available for your review in office. If you prefer a 
 paper copy, please ask a team member for a copy of our Notice. 

 I acknowledge that a copy of this office’s Notice of Privacy Practices has been made available to me. I have been given the 
 opportunity to ask any questions I may have regarding this Notice. 

 Signature  Date 

 FOR OFFICE USE ONLY 

 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 

 □  Communication barriers prohibited obtaining the acknowledgement 

 □  An emergency situation prevented us from obtaining the acknowledgement 

 □  Other (Please Specify) 



 Authorization for Release of Information 

 Assignment of Benefits 

 I hereby assign all medical and surgical benefits to include major dental benefits to which I am entitled including Medicare, 
 private insurance, and any other health plan to Loganville Dental. This assignment will remain in effect until revoked by me in 
 writing. A photocopy of this assignment is to be considered as the original. 

 I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the 
 assignee to release all information including the diagnosis and records of any treatment or examination rendered to me or my 
 child during the period of such dental care to third party payors and/or health practitioners which is necessary to secure 
 payment. I authorized and request my insurance company to pay directly to the dentist insurance benefits otherwise payable 
 to me. 

 Rights of the Patient 

 I understand that I have the right to revoke this authorization at any time and that I have the right to inspect or copy the 
 protected health information to be disclosed as described in this document by sending a written notification to  Loganville 
 Dental, 3955 Harrison Rd, Suite 400, Loganville, GA 30052.  I understand that a revocation is not effective  in cases where 
 the information has already been disclosed but will be effective going forward. 

 I understand that information used or disclosed as a result of this authorization may be subject to re-disclosure by the 
 recipient and may no longer be protected by federal or state law. 

 I understand that I have the right to refuse to sign this authorization and that my treatment will not be conditioned on 
 signing this authorization. 

 Print Name  DOB 

 Signature of Patient or Personal Representative:  Date: 

 In addition to above, Loganville Dental is authorized to discuss my dental care and may release my confidential health 
 information to the following (optional): 

 Name  Relationship 

 This authorization shall be in force and effective until revoked by the patient or representative signing the authorization. 


