


 



 
6100 W 41st St Suite 101 
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Phone: 605.361.1900     Fax: 605.361.3599 

Email: dds.info.smiles@gmail.com 

 
SCHEDULED APPOINTMENTS __________ 
 

We ask for at least 48-hour advance notice for canceling or rescheduling an appointment. If proper notice is not received your account                      
may be assessed a fee of $50 for every 30 minutes. 
 

All cancellation fees must be paid prior to scheduling another appointment. 
 

The treatment that is planned for you is specific to you. It is important for you to keep the scheduled dates and times to properly                         
complete your treatment. A broken appointment is a loss to three people; the patient who missed the valuable time, the patient who                      
could have taken the valuable time, and the doctor who was fully staffed and prepared for the appointment. 

 
PAYMENT POLICY __________ 
 

INSURANCE  
We provide services for our patients with the understanding that they are responsible for payment in accordance with our financial                    
policy. We will prepare and submit claims to assist you in obtaining the maximum benefits available from your dental insurance carrier.                     
The dentist’s treatment recommendations or fees are not affected by the presence or absence of insurance benefits. Treatment                  
recommendations are based on your dental needs or desires and are not a reflection of your dental benefits. Your dental benefits are a                       
contract between you, your employer, and the insurance company. 
 

COLLECTIONS  
In the event that your balance becomes more than 60 days overdue, billing may be turned over to an outside collection agency. The                       
responsible party listed as the guarantor of the account agrees to pay interest, collection, and other legal expenses incurred relating to                     
the collection of fees owed. 

 
DOUBLE DENTAL GUARANTEE __________ 
 

We stand behind our work. Any basic restorative work such as fillings are under warranty for a period of 24 months. If they would need                         
to be fixed or replaced for any reason we will do that at no charge. Any major work such as crowns or veneers are under warranty for                           
60 months against breakage or proper fit. Removable appliances such as retainers and dentures are under warranty for 12 months,                    
labor only. You, the patient, are responsible for any lab bills associated with fixing an appliance that broke for any reason including                      
dropping or putting in a pocket and sitting on it.  
 

In order to keep your warranty in effect, you need to do your part by keeping recommended recall appointments including, but not                      
limited to, an exam, cleaning, and x-rays. You are also required to brush and floss daily to prevent plaque build-up and dental decay                       
from affecting your teeth and restorations. All custom dental work such as Somnomed, TruDenta, athletic mouth guards, occlusal                  
guards, etc. are non-refundable. 

 
Print Name:  _____________________________________________________________________ 

 
Signature: ________________________________________       Date: _______________________ 
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35,000 new cases of oral cancer are diagnosed each year. The 5-year survival rate is only 50%. With early detection, you                     
have a much better chance of surviving oral cancer. That is why we recommend anyone 15 years of age and older be                      
screened annually. 
 
Risk factors for developing oral cancer include smoking, chewing tobacco, alcohol consumption, and some strains of                
Human Papillomavirus (HPV). HPV is an increasingly common virus with approximately 6 million new cases per year. 
 
We want to partner with you in beating cancer and keeping you healthy. In order to do that, we are now offering HPV                       
screenings for the mouth and the Velscope oral cancer screening that allows us to catch cancer at its earliest stages. 
 
 

☐ Yes, please test me for cancer-causing HPV ($175) 

 

☐ Yes, please include the Velscope screening with my exam today ($20) 

 

☐ No, I am declining these potentially lifesaving tests at this time. I prefer a visual exam only. 

 
 
 

Print Name:  _____________________________________________________________________ 

 
Signature: ________________________________________       Date: _______________________ 
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I,_____________________________________ understand that, under the Health Insurance Portability and         
Accountability Act of 1988 (HIPAA), I have certain rights to privacy regarding my protected health information. 
 
I understand that this information can and will be used to: 
 

● Conduct, plan, and direct my treatment and follow up among the multiple healthcare providers who may be                 
involved in that treatment directly and indirectly. 

● Obtain payment from third-party payers. 
● Conduct normal healthcare operations such as quality assessments and physician certifications. 

 
I acknowledge that I have received and read your Notice of Privacy Practices containing a more complete description of                   
the uses and disclosures of my health information. I understand that this organization has the right to change its Notice of                     
Privacy Practices from time to time and that I may contact this organization at any time to obtain a current copy of the                       
Notice of Privacy Practices. 
 
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out                      
treatment, payment, or health care operations. I also understand you are not required to agree to my requested                  
restrictions, but if you do agree then you are bound to abide by such restrictions. 
 
 

Print Name:  _____________________________________________________________________ 

 
Signature: ________________________________________       Date: _______________________ 

 
 
 
 
 
 
 
 
 

 

 



HIPAA NOTICE OF PRIVACY PRACTICES 
 
The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that requires all medical                  
records and other individually identifiable health information used or disclosed by us, whether electronically, on paper, or                 
orally, are kept confidential. This Act gives you, the patient, significant new rights to understand and control how your                   
health information is used. HIPAA provides penalties for covered entities that misuse personal health information. 
 
As required by HIPAA, we have prepared this explanation of how we maintain the privacy of your health information and                    
how we may use and disclose this information. We may use and disclose your medical records only for each of the                     
following purposes: treatment, payment, and health care operations. 
 

● Treatment means providing coordination or managing health care and related services by one or more health care                 
providers. An example of this would include sharing x-rays with a referred specialist or another provider of your                  
choice. 

● Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection              
activities and utilization review. An example of this would be sending a bill for your visit to your insurance                   
company for payment. 

● Health Care Operations include the business aspects of running our practice, such as conducting quality               
assessment and improvement activities, audit functions, cost-management analysis, and customer service. An            
example of this would be an internal quality assessment review. 

 
We may also create and distribute de-identified health information by removing all references to individually identifiable                
information. We may contact you to provide appointment reminders or information about treatment alternatives or other                
health-related benefits and services that may be of interest to you. Any other uses and disclosures will be made only with                     
your written authorization. You may revoke such authorization in writing and we are required to honor and abide by that                    
written request, except to the extent that we have already taken actions relying on your authorization. 
 
The following are your rights to your protected health information. 

● The right to request restrictions on certain disclosures of protected health information, including those related to                
disclosures to family members, relatives, personal friends or any other person identified by you. We are not                 
required to agree to a requested restriction. If we do agree to a restriction, we must abide by it unless you agree in                       
writing to remove it (except in an emergency). 

● The right to reasonable requests to receive confidential communications of protected health information fro us by                
alternative means or at alternative locations. (Requests must be in writing). 

● The right to inspect and copy your protected health information. (Request must be in writing). 
● The right to amend your protected health information. (Request must be in writing and explain why the information                  

should be amended). 
● The right to receive an accounting of disclosures of protected health information for the last six years, but not                   

before April 14, 2003. 
 
We are required by law to maintain the privacy of your protected health information and to provide you with notice of legal                      
duties and privacy practices with respect to protected health information. 
 
This notice is effective as of April 14, 2003, and we are required to abide by the terms of the Notice of Privacy Practices                        
currently in effect. We reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice                       
provisions effective for all protected health information that we maintain. We will post and you may request a written copy                    
of the revised Notice of Privacy Practices from this office. 
  
You have recourse if you feel your privacy protections have been violated. You have the right to file a written complaint                     
with our office, the Department of Health & Human Services, or the Office of Civil Rights about violations of provisions of                     
the notice or the policies and procedures of our office. We will not retaliate against you for filing a complaint. 
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EXAMINATIONS AND X-RAYS 
I understand that the initial visit may require radiographs in order to complete the examination, diagnosis, and treatment                  
plan. 
 
DRUGS, MEDICATIONS, AND SEDATION 
I have been informed and understand that antibiotics, analgesics, and other medications can cause allergic reactions                
causing redness, swelling of tissues, pain, itching, vomiting, and/or anaphylactic shock. They may cause drowsiness and                
a lack of awareness and coordination, which can be increased by the use of alcohol or other drugs. I understand and fully                      
agree not to operate any vehicle or hazardous devices for at least 12 hours or until fully recovered from the effects of the                       
anesthetic medication and drugs that may have been given me in the office for my treatment. I understand that failure to                     
take medications prescribed for me in the manner prescribed may offer risks of continued or aggravated infection, pain,                  
and potential resistance to effect treatment of my condition. I understand that antibiotics can reduce the effectiveness of                  
oral contraceptives. 
 
CHANGES IN TREATMENT PLAN 
I understand that during treatment, it murres because of conditions found while working on teeth that were not discovered                   
during the examination, the most common being coot canal therapy following routine restorative procedures. I give my                 
permission to the Dentist to make any or all changes and additions necessary. 
 
TEMPOROMANDIBULAR JOINT DYSFUNCTIONS (TMJ) 
I understand that symptoms of popping, clicking, locking, and pain can intensify or develop in the joint of the lower jaw                     
(near the ear) subsequent to routine dental treatment wherein the mouth is held in the open position. However, symptoms                   
of TMJ associated with dental treatment are usually transitory in nature and well tolerated by most patients. I understand                   
that should the need for treatment arise, then I will be referred to a specialist for treatment, and the cost of which is my                        
responsibility. 
 
FILLINGS 
I understand that care must be exercised in chewing on fillings during the first 24 hours to avoid breakage and tooth                     
sensitivity is common after a newly placed filling. 
 
REMOVAL OF TEETH (EXTRACTION) 
I understand removing teeth does not always remove all infection if present and it may be necessary to have further                    
treatment. I understand the risks involved in having teeth removed, some of which are pain, swelling, the spread of                   
infection, dry socket, loss of feeling in my teeth, lips tongue, and surrounding tissue (paraesthesia) that can last for an                    
indefinite period of time, or jaw fracture. I understand I may need further treatment by a specialist or even hospitalization if                     
complications arise during or following treatment, the cost of which is my responsibility. 
 
 



CROWN, BRIDGES, VENEERS, AND BONDING 
I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. I further                     
understand that I may be wearing temporary crowns, which may come off easily and that I must be careful to ensure that                      
they are kept on until the permanent crowns are delivered. I realize that the final opportunity to make changes in my new                      
crowns, bridge, or cap (including shape, fit, size, placement, and color) will be done before cementation. It has been                   
explained to me that, in very few cases, cosmetic procedures may result in the need for future root canal treatment, which                     
cannot always be predicted or anticipated. I understand that cosmetic procedures may affect tooth surfaces and may                 
require modification of daily cleaning procedures. 
 
DENTURES, COMPLETE OR PARTIAL 
I realize that full or partial dentures are artificial, constructed of plastic, metal and or porcelain. The problems of wearing                    
those appliances have been explained to me including looseness, soreness, and possible breakage. I realize the final                 
opportunity to make changes in my new denture (including shape, fit, size, placement, and color) will be “teeth in wax”                    
try-in visit. I understand that most dentures require relining approximately three to twelve months after initial placement.                 
The cost of this procedure is not included in the initial denture fee. 
 
ENDODONTIC TREATMENT (ROOT CANAL) 
I realize there is no guarantee that root canal treatment will save my tooth and that complications can occur from the                     
treatment and that occasionally metal objects are cemented in the tooth, or extend through the root, which does not                   
necessarily affect the success of the treatment. I understand that occasionally additional surgical procedures may be                
necessary following root canal treatment (apicoectomy). 
 
PERIODONTAL TREATMENT 
I understand that I have a serious condition causing gum inflammation and/or bone loss and that it can lead to the loss of                       
my teeth. Alternative treatment plans have been explained to me, including non-surgical cleaning, gum surgery, and/or                
extractions. I understand the success of treatment depends, in part, on my efforts to brush and floss daily, receive regular                    
cleanings as directed, follow a healthy diet, avoid tobacco products, and follow other recommendations. 
 
 

I understand that every reasonable effort will be made to ensure that my condition is treated properly, although it                                     
is not possible to guarantee perfect results. By signing below, I acknowledge that I have received adequate                                 
information about the proposed treatment, that I understand this information and that all of my questions have                                 
been answered to my satisfaction. 

 
I had the opportunity to discuss any alternatives to this treatment with my dentist. All of my questions were                                     
answered to my satisfaction regarding such alternatives and their risks, benefits, and cost.  

 
No guarantee or assurance has been given to me by anyone that the proposed treatment or surgery will cure or                                       
improve the condition(s) listed above. 

 
 

Print Name:  _____________________________________________________________________ 

 
Signature: ________________________________________       Date: _______________________ 


