CONSENT:

| understand that this examination is goiﬁﬁ’%o address my immediate problem or emergency and should not be
confirmed as a compleie examination with resulting treatment.

| consent to the diagnostic procedures and treatment by the dentist necessary for proper dental care.

| consent to the dentist’s use and disclosure of my records (or my child’s records) to carry out treatment, to obtain
payment, and for those activities and health care operations that are related to treaiment or payment.

I consent to the disclosure of my records (or my child’s records) to the following persons who are involved in my
care (or my child's care) or payment for that care.

My consent to disclosure of records shall be effective until | revoke it in writing.

| authorize payment directly to the dentist or dental group of insurance benefits etherwise payable to me. |
understand that my dental care insurance carrier or payor of my dental benefits may pay less than the actual bill
for services, and that | am financially responsible for payment in full of all accounts. By signing this statement, |
revoke all previous agreements to the contrary and agree to be responsible for payment of services not paid, by
my dental care payor.

| attest to the accuracy of the information on this page.
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PATIENTSNAME . — T ~ Do You Have, Or Have You Ever Had?  Please Circle
REFERRERDTOBENHUSEBY o= = Heart Murmur YES NO
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Name OfYourPhysician — lastPhysical . .. gnancy YES NO
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Are You Allergic To Any Medications/Food/latex? _ Pleaselst . Anemia YES NO
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Venereal Disease YES NO
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What Was Done At That Time? T 2 Rheumatic Fever YES NO
Artificial joint, prosthesis YES NO
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Adult Dentistry Of SWFL

Dz Norme Jeanne Appelbaum
1519 SE 47" Texr, Cape Coral
(239 549-6100

Health care cosis must be controlled, we all agres. For thet reason I charge reasonable

and comparable fees for my services. However my billing lab fees and inswance Slling
f5es have fisen and continue 1o Tiss constanily, For that veason, rather then be forsed 1o
raise fees, I chose 1o reduce my cosis by collecting fees at the fims service is rendered.
Therefore, payment is szpected ai the time of service.

For your convenience, I acoept cash/debit eards, checks, Visa/MC, Discover, American
Bxpress. For those who require financing we worlk with Care Credit.

Vour insurance may reimburse you for services rendered through this office but you must
understand thet my professionsl relationship is with you and not your insurance
company. You are responsible, noi the insurance company, for paying for my services.
Because I=inswrance paymenis are uncertain and slow, I cannot accept the promise of
. insurance coverage instead of payment. Since I canmot possibly know the provisions of

- each paiienis insurance policy, it s your responsibility 1o meet the requiremenis and
limitations of your insurance coverage. I fesl thet if this is all wndersiood, it will not
hecome a financial stressor fo our relationship later om.

ALL CROWN AND BRIDGE, REMOVARLE PARTIATS OR DENTURES MUST BE
PATD FOR PRIOR TQ DELIVERY
For appointmenis of 2 hours or more e NON REFUNDABLE §500 deposit will be made

to guaranies the time, this will be put toward the sexvices done ai that appoiniment noless
the appointmext is cancelled without 2 working days prior notice.

T have read and mmderstand this policy and agres to abide by it {initiel}
I will be paying with cash credit/debit card check

Signaturs ; Date
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