


 
 
 
 

CONSENT FORM 
 
The undersigned hereby authorizes the Doctor and staff to take x-rays, study models, photographs, or 
any other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of the 
patient's dental needs.  The medical information supplied by me on the front side of the “Health 
History & Registration form is accurate and complete to the best of my knowledge.   
I will not hold my doctor or any member of his/hers staff responsible for any errors or omissions that I 
may have made in the completion of this form.    
I also understand the use of anesthetic agents embodies a certain risk.   
I understand that my dental insurance is a contract between the insurance carrier, and myself and not 
between the insurance carrier and the Doctors and that I am still fully responsible for all dental fees.  I 
also assign all insurance benefits to the Doctors, and any payments received to my account or 
refunded to me if I have paid the dental fees in advance.  If financial arrangements are needed and are 
not made before services are rendered and your account becomes delinquent within 90 days, a charge 
of 21 percent interest per year will apply and be turned over to a Credit Bureau.  In the event an 
overdue balance occurs, I accept all responsibility of paying attorneys' fees.   
 
Signature __________________________________________   Date_______________ 
 
 

ACKNOWLEGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 
The undersigned patient or legally authorized representative “Agent” of the patient acknowledges that 
he or she personally received a copy or was offered a copy of the Creer Family Dentistry Notice of 
Privacy Policies on the date indicated below.  Patient understands the privacy policy and was given 
the opportunity to ask any questions. 
 
Signature __________________________________________   Date_______________ 
 
Printed Name __________________________________________    
 
 

CANCELLATION POLICY 
 
We know your time is valuable and we try to schedule in the best fit possible.  Please be courteous and 
notify our office as soon as you know you will be unable to make a previously scheduled appointment.  
If it is necessary to cancel your appointment, we require a 24 hour notice.  This allows us a chance 
to schedule another patient in your place.  Appointments cancelled in less than 24 hours or patients 
who do not show up for their scheduled appointment will incur a $50 cancellation fee. 
 
Patients with a history of failing appointments or repeated late cancellations may be dismissed from 
the practice.  
 
Signature __________________________________________   Date_______________ 
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