





CONSENT FOR TREATMENT

I hereby authorize doctor or designed staff to take x-rays, study models, photographs, and any
other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of patient’s
dental needs. Upon such diagnosis, I authorize the doctor to perform all the recommended
treatment mutually agreed upon by me and to employ such assistance as required to provide
proper care. I agree to the use of anesthetics, sedatives and other medication as necessary. I fully
understand that using anesthetic agents embodies certain risks. I understand that I can ask for a
complete recital of any possible complications.

Signature of Patient/Parent/Guardian Date

FINANCIAL GUIDELINES

I understand that: 1) Full payment is due at the time of service. 2) All charges are ultimately
the responsibility of the patient/guarantor/ (regardless of insurance). 3) A third party (with
the exception of insurance companies) will not be billed for any amount due to this office.
Custodial parents are guarantors for children: this office is not party in domestic settlements. 4)
In the event payment is not made by the due date, a late charge fee may be added to the patient’s
account. 5) Any collection fees incurred by this office in an attempt to obtain payment, or bank
fees for a returned check, or fees for an appointment missed or broken with less than 48 hours
notice will be paid by the patient/guarantor.

ADDITIONAL POLICES PERTAINING TO INSURANCE:

I understand that: 1) We cannot bill your insurance company unless we are given the correct
information. This includes subscriber’s name and date of birth, subscriber’s employer, correct
identification number, and mailing address of the insurance company. 2) The patient/guarantor is
responsible to pay for all services rendered on the behalf if insurance does not pay within 60 days
of date of service. 3) Any deductible and/or co-insurance is due at time of service. 4) This office
is not contracted with any insurance as a networked provider. Therefore, any fee or
portion of a fee not covered by insurance is the patient’s/guarantor’s responsibility to pay.
Acceptance of insurance assignment of benefits to this office does not absolve the patient of full
responsibility of payment for treatment rendered. Any estimate given by this office regarding
insurance portion is only a guideline until guarantee of the insurance payment is received and the
patient’s account has been reconciled. This office makes no guarantee of the insurance
payment as estimated. 5) Any patient/guarantor whose insurance carrier does not honor
assignment of benefits to the provider of service must pay this office in full at the time of the
services rendered. This office makes no guarantee of the insurance payment as estimated.

APPOINTMENTS

Please be courteous and help us serve you better by keeping scheduled appointments. It is your
responsibility to call 48 hours in advance to cancel your appointment. Your dental care is a
team effort and we need your help to keeping your dental health at its best.

I certify that I have read and do hereby agree to the above stated information.

Patient Date

Parent or Responsible Party Date
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FAMILY DENTISTRY

Late Cancellation and No-Show Policy

We understand that situations arise in which you must cancel a previously scheduled appointment;
however, we kindly request that you provide our office with at least 48 hours notice for a cancellation.
This is a courtesy that allows us to use that appointment time to serve other patients, especially same
day emergency patients.

Please be advised that there is a possibility of a $30 fee per 2 hour that is scheduled for your
appointment time if not enough notice is given.

~ Thank You ~

To cancel or change your appointment, please call (304) 243-1500

Patient signature

Witness

Please be considerate of all our patients, so we can serve everyone properly.

January 2020



PATIENT CONSENT FORM
I understand that | have certain rights to privacy regarding my protected health information.

These rights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPAA). I understand that by signing this consent | authorize you to use and disclose my protected
health information to carry out:

Treatment (including direct or indirect treatment by other healthcare providers involved in my
Treatment).

Obtaining payment from third party payers (e.g. my insurance company)

The day to day healthcare operations of your practice

I have also been informed of and given the right to review and secure a copy of your Notice of Privacy
Practices, which contains a more complete description of the uses and disclosures of my protected
health information and my right under HIPAA. | understand that you reserve the right to change the
terms of this notice from time to time and that | may contact you at any time to obtain the most
current copy of this notice.

| understand that | have the right to request restrictions on how my protected health information is
used and disclosed to carry out treatment, payment and health care operations, but that you are not
required to agree to these requested restrictions. However, if you do agree, you are then bound to
comply with this restriction.

| understand that | may revoke this consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date I revoke this consent is not affected.

Signed this day of ,20

Print Patient Name:

Relationship to Patient:

Signature:

Practice Name: Zambito Family Dentistry, PLLC
Address: 1201 Mt De Chantal Road

City/State/Zip Wheeling, WV 26003



