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Patient Consent for Treatment
 

The undersigned hereby authorizes the Doctor to order x-ray, models, photos, or any other diagnostic deemed appropriate to make a thorough diagnosis of the patient's dental needs. 2.  I also

authorize the Doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy indicated for such treatment I understand that using

anesthetic agents embodies a certain risk. Furthermore, I authorize and consent that the Doctor chooses and employs such assistance as deemed fit to provide recommended treatment. 3. I

understand that all responsibility for payment for dental services provided in this office for myself, or my dependents is due and payable when services are rendered. Please be advised that if any

balance(either outstanding to insurance or to patient) is not received within 90 days of services rendered, a 1.5% FINANCE CHARGE or (18% APR) will be added to the account balance. 4. If you

carry dental insurance, understand that this office will prepare and submit dental claims on your behalf. However, this office does not assume that your insurance will pay our charges in full.

Please be advised that dental insurance is a contract between you and your dental carrier and is ultimately our responsibility. In this even your carrier pays less than the estimated amount or

denies any services, you are responsible for any unpaid balance.my medication/prescription history when using an electronic system to process prescriptions for my medical treatment.

Patient or Authorized Person’s Signature Date
X

Haleh Fazeli, DDs
info@lbdentalexcellence.com

949-494-1445







HIPAA Authorization and Acknowledgement

NAME:

NAME:

Patient Name:

Patient Signature:

Patient First Name:

* You may refuse to sign this acknowledgement *

Date:

RELATIONSHIP:

RELATIONSHIP:

Patient Last Name:

If I revoke this authorization, my revocation will not affect any actions taken by the dental practice before receiving my written revocation.

Patient Signature:

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

Date:

I authorize the following person(s) to have access to my personal information covered under the HIPAA Privacy Act. I
understand that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may
no longer be protected by HIPAA Privacy regulations.

I have reviewed a copy of this office’s Notice of Privacy Practices or have requested a written copy.

☐ Individual refused to sign ☐ Emergency prohibited obtaining the acknowledgement ☐ Communication barriers ☐ Other (please specify)___________________________

I understand that I may revoke this authorization at any time, and that my revocation is not effective unless it is in writing
and received by the dental practice’s Privacy Official at Laguna Beach Dental Excellence 330 Park Ave. Suite #10 Laguna
Beach, CA 92651

* For Office use Only *

HIPAA ACKNOWLEDGEMENT

HIPAA AUTHORIZATION TO RELEASE PROTECTED INFORMATION.



Office Policy Form

Insurance

Appointments

Payment Options

Tooth Colored Restorations

Parent/Guardian Signature

Patient/Guardian Signature

Patient/Guardian Signature

I have read and understand the above statements

I have received a copy of this office's Notice of Privacy Practices.

Date

Date

Date

I have received a copy of Dental Materials Fact Sheets as required by law

Please remember that your appointment has been reserved especially for you. If you find that you must change your
appointment, we require a minimum of 24 hours' notice to avoid a broken appointment fee of $50. Failure to sign a service
contract does not negate the patient's financial responsibility for any services that have already been rendered, as submission
to treatment implies consent.

1. Cash- this includes personal checks or money orders. 2. Major Credit Cards- Mastercard, Visa, Discover, and American
Express. 3. We would be happy to work with you to plan the most appropriate course for your budget financing your treatment
allows you to start dental care immediately and spread the payments over a time period appropriate for you.

We understand the value of insurance benefits and will assist you in obtaining your maximum benefit. We will estimate your
deductible and your co-payment and process your insurance claim for you. Your estimated portion is due at the time of
treatment and may be paid by any of the following options list below. Our estimates are not a guarantee of payment by your
insurance company as soon as our services are rendered. Regardless of the insurance payment, the patient is financially
responsinble for the full amount due. Your co-payment is due at the time of your appointment.

Your dental insurance carrier may not cover posterior restorations(tooth colored restorative material on back teeth)under the
basic benefits as stated on your policy. Your dental carrier may pay based on the benefit of an amalgam or silver filling or crown.
Since silver fillings or crowns are not a regular alternative in this office, when you have a tooth-colored filling placed, patient co-
payment may be higher than estimated. Since the fees for this type of restoration are somewhere higher, patients should be
aware of potential additional out of pocket expense.

Our Office Policies:



Digital Communication Consent Form

Unencrypted email and text messages is not a secure form of communication. There is some risk that any individually identifiable
health information and other sensitive or confidential information that may be contained in such email or text message may be
misdirected, disclosed to or intercepted by unauthorized third parties. However, you may consent to receive
email and/or text message from us regarding your treatment. We will use the minimum necessary amount of protected health
information in any communication.

Digital Communication Consent

I consent to receiving appointment and/or treatment information
via email and/or text message. I understand I can withdraw my
consent at any time.

 I do not consent to receiving any information via email. I
understand I can change my mind and provide consent later.

Cell Number:

Signature of Patient/Responsible Party Date

Email Address:
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