


Consent for Services and Financial Policy

As a condition of treatment by this office, financial arrangements must be made in advance.  The practice 
depends upon reimbursement from patients for the costs incurred in their care.  Financial responsibility on the 
part of each patient must be determined before treatment.

All emergency dental services, or any dental serviced performed without previous financial arrangements, 
must be paid for at the time services are performed unless other arrangements are made.  Any emergency 
treatment that requires the office to be opened after hours will incur an additional fee of $150.

We respect your time and we hope that you will respect ours and the time of our other patients as well.  Please 
be on time for your appointments so that we can stay on schedule for you and our other patients.  If you must 
cancel or reschedule, please give at least 24 hours notice.  If a patient is consistently late or consistently 
breaks appointments, a $50 fee will be incurred.

Patients with dental insurance which this office participates are responsible for for all fees regardless of
insurance coverage.  This includes any deductibles, copays, denials, and non-covered services.  We do our best 
to estimate what you owe prior to treatment.

Patients with dental insurance which the office does not participate understand that all dental services are 
charged directly to the patient and that he or she is personally responsible for payment of all dental services. 
The office will prepare insurance forms or assist in making collections from insurance companies and will 
credit the patient’s account. However, this dental office cannot render services on the assumption that our 
charges will be paid by that insurance company.

In consideration for the professional services rendered to me by this practice, I agree to pay the fees for 
services at the time of treatment, or within five (5) days of billing if credit is extended.  I understand that if I 
become delinquent on my account, my account will be turned over to a collection agency, and I will
subsequently be reported to the credit bureaus.  In case of default, I promise to pay any collection costs and 
attorney fees incurred to collect on this account.

Signature:_________________________________________Date:_____________________________



Consent for Use and Disclosure of Health Information

Patient name: ________________________________________________    SS#: ____________________

Address: ______________________________________________________________________________

Please Read the Following Statements Carefully

Purpose of Consent: By signing this form, you 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 Practices before you decide 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 your protected health information, and of other 
important matters about your protected health information. We encourage you to read it carefully and com-
pletely 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 Prac-
tices. Those changes may apply to any of your protected health information that we maintain. You may obtain 
a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting our 
office at (718) 356-9700 or by mailing us at 5434 Amboy Road, Staten Island, NY 10312.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your 
revocation submitted to the address above. Please understand that revocation of this consent will not affect 
any action we took before we received you revocation, and that we may decline to treat you or to continue 
treating you if you revoke this Consent. 

Signature

I, ___________________________________, have had full opportunity to read and consider the contents of 
this Consent form and your Notice of Privacy Practices. 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 out treatment, 
payment activities, and healthcare operations. 

Signature:_____________________________________________   Date:___________________________

If this consent is signed by a personal representative on behalf of the patient, complete the following:

Personal representative’s name: __________________________________   Relationship: _________________

You are entitled to a copy of this consent after you sign it.
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