
 

 

IF THIS  
APPOINTMENT  

IS FOR YOU  
START HERE 

IF THIS  
APPOINTMENT IS 
FOR YOUR CHILD 

START HERE 

Telephone: (248) 656-8800 · WWW.ROCHESTERHILLSSMILES.COM 

 



 

 

Consent for Treatment 
I hereby authorize the doctor or designated personnel to take radiographs, study models, photographs, and other  
diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis. Upon such diagnosis, I authorize the  
doctor to perform all recommended treatment mutually agreed upon 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. 
  
  

Patient’s Signature:______________________________________________ Date:_________________________________ 
  
Parent/Responsible Party’s Signature:_______________________________ Relationship to Patient:_________________ 

H.I.P.A.A. Acknowledgement 
(* You may refuse to  sign this acknowledgment*) 

I, ___________________________________, acknowledge reviewing and/or have received a copy of this office’s 
Notice of Privacy Practices.  I furthermore, give my permission for this office to discuss my (check all that apply)  □ financial  
□ clinical information with the following:_________________________________________________________ 

Appointment Guidelines 
Should you need to change a scheduled appointment, we would appreciate the courtesy of being notified at least 48 hours in 
advanced. If less than 24 hours is provided you may incur a failed appointment fee. If your appointment is for a half or full 
day, we require at least 4 working days notice; these appointments may require a non-refundable reservation fee.  
  

Mission Statement 
To help our patients keep all of their teeth their entire lives, with optimal health, function, aesthetics and comfort. We are 
proud to be a part of a team who strives to provide the safest, most conservative, and personalized care through ongoing 
development of skills and implementation of advanced technology, while addressing your individual needs and desires.  
  

Dental Insurance and Financial Matters 
• The total fee charged is the patient’s/guarantor(s) responsibility, regardless of insurance coverage. 
• I have been informed and understand that if the dental insurance company does not permit assignment of benefits 

(payment directly to a dentist or dental entity), that any dental benefits received by the subscriber for services  
      rendered at this practice, will be surrendered upon receipt to Thomas P. Warner, DDS. 
• Insurance companies will not guarantee payment. Even if promised in writing. 
• The amount an insurance company will pay for an procedure is based on the amount an employer pays for the benefit if 

any. 
• As a courtesy to you, our patient, we will complete and submit insurance claim forms on your behalf to your insurance 

company. 
• In the event payments are not received in accordance with the terms and conditions set forth herein or under a separate 

financial arrangement, I understand that a 1 1/2 late fee (18% APR finance charge) may be incurred. 
  
  
  
  

For Office Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgements could not be obtained because: 
  □ Individual refused to sign    □ Communication barriers prohibited obtaining the acknowledgement    

□ An emergency situation prevented us from obtaining acknowledgement   □ Other:_____________ 

Payment Options 
I have selected the following form of payment:       □ Cash/Check       □ Credit/Debit 

I authorize the respective charges or credits to my: 
□Visa Card                   □ MasterCard               □American Express            □Discover Card                □CareCredit® 
Card Number:___________________________________ Expiration Date:___________ Security Code:_________ 
  



 

 

 



 

 


