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Consent for Disclosure and Treatment  
With my permission, Advance Dental Care may use and disclose protected health information (PHI) about me to carry out 
treatment, payment and healthcare operations (TPO). Please refer to Advance Dental Care Notice of Privacy Practice for a 
more complete description of such uses and disclosures. I have the right to review the Notice of Privacy Practices for a more 
complete description of such uses and disclosures. With my permission, the office of Advance Dental Care may call my home 
or other designated locations and leave a message on voicemail or in person in reference to any items that assist the practice 
in carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my pertaining to my clinical 
care, including laboratory results among others. With my permission, the office of Advance Dental Care mail to my home or 
other designated location any items that assist the practice in carrying out TPO, such as appointment reminders cards and 
patient statements as long as they are marked Personal and or Confidential. With my permission, the office of Advance Dental 
Care may e-mail to my home or other designated location any items that assist the practice in carrying out TPO, such as 
appointment reminder cards and patient statements. I have the right to request that Advance Dental Care Restrict how it uses 
or discloses my PHI to carry out TPO. However, the practice is not required to agree to my request restrictions, but if it does, it 
is bound by this agreement. By signing this, I am allowing Advance Dental Care to use and disclosure my PHI for TPO. I may 
revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior 
consent. 
Consent for Treatment 
I hereby authorize doctors of Advance Dental Care to take, use and disclosure of x-rays, study models, photographs, written 
or electronic health records, and other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of 
my dental needs, payment and health care operations. Upon such diagnosis, I authorize the doctors to perform all 
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, and that only the 
minimum amount of information necessary to provide quality care will be used and that a notice fully outlining the protection 
of my personal health information is available upon request. I, acting as the responsible party for my child, give my consent to 
Advance Dental Care to provide any necessary dental treatment for him/her. The medical history for the patient has been 
reviewed and signed by me, and is correct to the best of my knowledge. I agree to be responsible for payment of all services 
rendered on my behalf or of my dependents by Cash, MasterCard, Visa, American Express, Discover, Debit Card, and Care 
credit. If required, I also understand a check of my credit history may be made. Refunds for any pre-paid procedures are 
subject to Credit Card fees (3% to 5%) or Care credit/third party financing fees (5% to 18%). In the event payments are not 
received by agreed upon dates, a 1-1 ½% monthly late charge (18% APR) may be added or my account will be referred to a 
collection agency and I will be responsible for collection fees incurred. If my collection case is taken to court, I will be 
responsible for all legal fees and court costs. Office policy requires 2 business days notification for all cancellations. I authorize 
the saved credit card on file to be charged for my balance at the time of the appointment, payment plans, and after insurance 
claims are processed. I authorize my card to be charged for balance after insurance payment. If my appointment is not 
cancelled within the required notice, there is a $75 charge per hour charged to my credit card on file on the day of 
cancelation.   At this time, we are participating providers with several insurance companies. I authorize the office to affix my 
name to any and all documents as related to any and all health benefits due me and my dependents through my 
employment. I hereby authorize payment of dental benefits directly to the office. I have reviewed the treatment plan and fees. 
I agree to be responsible for all charges for the dental services and materials not paid by dental benefit plan, unless the 
treating dentist or dental practice has a contractual agreement with my plan, prohibiting all or a portion of such charges. To 
the extent permitted under applicable law, I authorize release of any information relating to the claim. This “authorization” will 
be valid from this date and shall renew annually unless I cancel in writing. A photocopy of this document may act as an 
original. 
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Authorization: Saved Credit Cards on File Policy 

I authorize Advance Dental Care to charge my saved credit cards on file for: 

I, the undersigned, hereby authorize the office listed below to charge my credit card on future dates based on the 
following: 
 - At the time of service for future visits. 
 - For any payment agreement installment plans that I may setup with the office on the specific day or any day 
afterwards, without requesting a text / call/email from office first. 

- My balance in full after each insurance claim(s) process, leaving my/family ledger with a balance of office fees 
after what insurance has paid. 

-Once notified that my credit card on file has declined or expired, there is a $30 administrative fee added, unless 
paid with a different credit card, cash or check within 24 hours. 

-Cancelations of Reserved appointments with less than 2 business days’ notice- $75 fee. Please make your 
appointment tentative till you are ready to reserve them- 2 days in advance of the appointment to avoid cancelation 
fee; once you have confirmed your appointment, there will be a $75 cancelation fee for canceling your 
appointment. We may be able to accommodate change of your appointment time for same business day to help 
avoid the cancelation fee. 

In event I would like to discontinue my credit card on file, it will only apply to future visits, not procedures I have 
already done with this agreement.  An email to info@mahwahsmile.com is required. 

Only the last 4 digits of your card is visible in our software for your privacy by signing the authorization after 
running the credit card. 

 
 

________________________________________________________________________________________ 
Name     Signature      Date  


