OAKDALE FAMILY DENTAL

DR. CHRIS SHIM

DR. JEREMIAH COOK

CONSENT FOR SERVICES
 Thank you for trusting Oakdale Family Dental as your dental care provider.  We appreciate the opportunity to serve you in our utmost professional and caring manner.  As a condition of your treatment by this office, we request that you acknowledge our office policy as listed below.  
1. Although insurance claims and pre-estimate letters for recommended dental work will be filed to the insurance company on the patient’s behalf, any estimates quoted are NOT a guarantee of payment.  In the event of a denied payment, partial or full, the patient will be solely responsible for the remaining balance.  







X _______
2. Any emergency dental services, or those performed without previous financial arrangements must be paid prior to the services being performed.  



X _______
3. For all major treatments to be scheduled, we request that you start a down payment of 50% of the patient portion that insurance will not cover at the time of scheduling.  The second half of the patient portion would be due at the beginning of the appointment.  

X _______
4. Please notify our office at least 48 hours in advance if you cannot keep your reserved appointment for any reason.  We consider your time with us very important.  Please consider it a courtesy to us and other patients who may need this time to be seen.  Any failed appointments or those cancelled in less than 48 hours will be charged a $45 broken appointment fee.











X _______

5. We accept most payment methods, including cash, VISA, MasterCard, Discover, American Express, personal checks.  We also offer payment plans through Care Credit and Capital One. There will be a $30 insufficient funds fee for all bounced personal checks.  
X _______

6. Any unsettled balance remaining exceeding 60 days and all accounts over 90 days will be handled by our collections agency, unless previous written financial arrangements are made.  Any costs incurred during this process will also be the responsibility of the patient.  X _______
I have read the above conditions of treatment and payment and agree to their content.  I allow Oakdale Family Dental to bill me in order to complete the necessary transactions and will inform the office of any changes in my personal / insurance information to aid in this process.  I understand that if I fail to do so, any remaining balance will be solely my responsibility.  I hereby authorize Oakdale Family Dental and Dr. Chris Shim to affix my name to any and all claims as related to dental care benefits to me.  This “signature on file” will be valid from this date unless otherwise changed by me in a written letter.  A photocopy of my signature may act and be submitted as an original.   
_________________________________________  Date:  ____________ Witness: ________________________________

Signature of patient, parent or guardian

_________________________________________  Date:  ____________  Relationship to patient:  ____________________

Signature of responsible party

