ASSIGNMENT AND RELEASE

I, the undersigned, have insurance with

Name of Inswrance Company(es)

and assign dwrectly to Dr all bonofits, ¥ any, othorwise payabie 10 me for sorvices
rendered. | understand that | am financialy responsdie for all chargos whother or not paid by insurance. | horedy authorze the doctor 10 rolease all
Information necossary 10 socure the payment of bonofts. | authorize the use of this signature on all my Insurance submissions whether manual or
oloctronic.

Date Sgrature
MINOR/CHILD CONSENT
I, being the parent or guardian of 00 heroby request
Name of mnoe/chid

and authorize the dental staff to perform necessary dental serwices for my child, including but not kmeted to Xrays, and administration of
anesthetics which are deemed adwisable by the doctor, whether or not | am present at the actual appontment when the treatment is
rendered.

Date Sgnoture of nsured/Guardan

FINANCIAL AGREEMENT

| acknowiedge that payment is due at the time of treatment, unless other arrangements are made. | agree that parents/guardians are
responsible for all fees and services rendered for treatment of a3 minor/child. | accept full financial responsibiity for all charges not
covered by insurance. -

Date Sgneture of Insured/Guardan

MEDICAL HISTORY UPDATE
Has there been any change in your health since your last dental appontment? OYes ONo

For what conditions?

Are you taking any new medications? __________ If so, what

Date Patent Sgnoture

Date Dentist Sgnature
MEDICAL HISTORY UPDATE
Has there been any change in your health since your last dental appontment? OvYes [ONo
For what conditions?
Are you taking any new medications? I o, what

Date Patent Signature




