
 

Dental Treatment Consent 
1. Health Information:  I agree to disclose all previous illnesses and medical history. Undisclosed medical 

information and current medication, allergies or illness are risk factors 

2. Drugs, Latex, and Medicines: I understand that antibiotics and other medicines can cause allergic 

reactions and even life threatening anaphylaxis. Also, some antibiotics interfere with birth control pills. 

Latex allergy can cause rashes and itching. Epinephrine increases heart beat and depending on my health 

may be dangerous to me. I also understand that Dr. Hara can not call in a medication for me unless I have 

been seen in her office so that she may evaluate the issue I am having. 

3. Needle Stick:   If someone is inadvertently stuck with a needle or instrument used on me, I consent to 

have blood drawn for an analysis. 

4. Fee for Additional or Specialty Care: I understand that I may need treatment beyond what was 

originally planned (i.e. a filling was placed but the tooth fractures may need a crown), or I may be 

referred to a specialist for additional care (i.e. a crowned tooth becomes painful will need a root canal). I 

agree to be financially responsible for the additional or specialty care. 

5. Late Arrivals: I understand that appointment times are reserved for each patient and that by 

arriving late I will receive less than my allotted time. I agree that if I am going to be more than 10 

minutes I will call the office to ensure that they will be able to complete the service I was scheduled 

for. I understand that if I arrive more than 15 minutes after my appointment time I may not be 

able to have some or all of my services performed and I will be asked to reschedule to complete 

them. 

I do not expect guarantees in dental care. I have read the above and consent to treatment. I have also 

received and read a copy of the office HIPAA Policies. 
 

____________________________________________________                                 ____________________                                         ____________ 

 (Signature of Patient or Parent if Minor)                                                                                (Date)                                                               (Witness) 

 

Patient Name: ___________________________________ 
                             (First)                       (Middle)                       (Last) 

Preferred Name: _________________________________ 

Address: ________________________________________ 
                                                      (Street) 

               ________________________________________ 
                                                         (City)                           (State)           (Zip) 

Cell Phone: _____________________________________ 

Work Phone: ____________________________________ 

Home Phone: ____________________________________ 

E-Mail: ________________________________________ 

Preferred Method of Contact: 

 □  Cell     □ Text    □ E-Mail □ Home  □ Work 

 

Date of Birth:____________ Gender:  □Male  □ Female 

SS#: ____________________ DL #: _________________ 

Emergency Contact: ______________________________ 

Number: __________________ Relationship: __________ 

Responsible (or Insured) Party Information: 

Name: _________________________________________ 

Date of Birth: ___________Employer:________________ 

SS#: _____________________ Ins. Co.: ______________ 

ID # :_____________________ Group #:______________ 

Who May We Thank For Your Referral?  

______________________________________________ 

  

Savitha Harapanahalli, D.M.D 







OUR INSURANCE AND FINANCIAL POLICY 
 

____ I understand that Dr. Hara recommends treatment based on her professional 

judgment and consistent with current standards of the American Dental Association.  

She does not diagnose or recommend treatment based upon my insurance coverage. 

____ I understand that if I have insurance, my dental insurance is a contract between me 

and the insurance company I also understand what is/isn’t covered is determined by the 

benefits that I or my employer purchased. 

____Dr. Hara accepts all fee-for-service and PPO Insurance plans , however some plans 

may consider us “out of network” and reduce my benefit payment or amount available.  

We do not accept any HMO or Managed Care/Discount plans. 

____I understand that my insurance will be billed as a courtesy and that all balances 

not paid by the insurance company within 60 days are my responsibility and must 

be paid within 15 days of statement date 

(New Horizons Dental will cooperate with them in every way possible to help you 

obtain your maximum allowable benefit.)  

____ I understand that benefits that are quoted to us either over the phone or online are 

only a brief overview of my plan and that it is only an estimate of coverage, it is 

NEVER a guarantee of payment.   

____I agree to pay for any service at the time they are rendered 

____ I understand larger treatment plans may require a non-refundable 10% deposit 

prior to scheduling. I will be notified of this at the time of scheduling. 

____ Any appointment not cancelled within 24 hours of my appointment may be 

subject to a cancellation fee of $100. I understand that leaving a message after the office 

is closed for the day (or weekend before my appointment is NOT sufficient notice) 

____ If I cancel my appointment more than twice for the same services, I may be 

required to place a deposit up to 50% prior to scheduling. 

____New Horizons Dental does not “finance” treatment costs, however should I need 

“financing” Care Credit is available for those who qualify.  

 

For your convenience, we accept the following methods of payment: 

Cash, Personal Check, Visa, MasterCard, Discover, American Express and Care Credit. 

  

Responsible Party Initial and Date: 

 

 

 

X 

___________________________________ Date:___________ 

 
 



  

 

 

 

I, __________________________________ give my permission to share information concerning 

 

o My Dental Treatment 

o The cost and financial arrangements for my treatment 

o My Personal Health Information 

o Other ____________________________________________________ 

 

 

I give my permission to share the noted above information with:  

 

 

 

o ________________________________  ________________ 

Name      Relationship  

 

o ________________________________  ________________ 

Name      Relationship 

 

o ________________________________  ________________ 

Name      Relationship 

 

o ________________________________  ________________ 

Name      Relationship 

 

 

This consent shall be in affect until : 

o I terminate it  

or  

o 1 year from today’s date 

 

 

 

 

 

____________________________________ 

Patient Name 

 

____________________________________ 

Patient Signature 

 

____________________________________ 

Date 

 

 


