










Consent for Services  
If your doctor prescribes any medication for you, understand that it may cause drowsiness and you should not drive, 

operate heavy machinery, or sign important legal documents while taking that drug. Please consult your doctor if 

you have any questions.  

Salt River Dental Care will not be held responsible for any valuables brought into the operating room suites. Please 

arrange for these items to be cared for by someone else while you are being treated.  

Thank you for choosing Salt River Dental Care. This policy was designed to ensure that all finances (payments due) are 

recovered which will allow us to continue to provide the best quality dental care for our patients. It is important to keep 

patient/office relationship strong, therefore it is important to assure payment for services is a smooth transaction by making 

it as simple and straight forward as possible. Please be advised that if the patient takes any prescriptions that alter their 

cognitive function, including THC products (marijuana edibles etc.), prior to their appointments, we require all 

consents to be signed, and payments made prior to their appointment date. Not disclosing this information or 

violating this agreement will result in immediate dismissal from our practice.  

Please read the following carefully and sign below. Thank you.  

*Payment is expected at the time services are provided. If patient has insurance, the estimated patient portion 

 is due at the time of service. Any payment arrangement must be made in advance.  

*Salt River Dental Care allows 45 days for insurance companies to pay the insurance estimated portion.  If 

 insurance has not fully paid a claim after allowed time, patient is expected to pay the remaining portion. 

*As a courtesy to our valued patients, Salt River Dental Care verifies patient’s benefits and send claims to your 

 insurance company. Information received is NOT a guarantee of payment, benefits received are used to estimate 

 patient financial portion.   

*Patient understands that any costs incurred during treatment are patient responsibility. Insurance may  help 

 pay for a portion of treatment. Treatment quoted is an ESTIMATE only. Patient will be responsible  for any 

 unpaid fees by insurance company.  

*Refunds must be approved by the owner and/or office manager after all pending claims have been paid or 

 closed and will be issued by check. 

 *Interest may be applied to the unpaid balance and additional costs of balance being sent to a collection agency 

 (30% or greater). Patient will be responsible for any legal fees.  

*Due to a high demand for appointments, a $25.00 fee will be added for all missed appointments not  
 cancelled with 48-hour notice.  

*Return Check Charge: A $25 charge will be applied to your account for checks returned unpaid by your bank.  

*Payment options are: Check, Cash, Visa, Mastercard, Discover, American Express, Cherry, and Care 
 Credit.  

 

I grant my permission to you to telephone me at home or at my work to discuss matters related to this form. I have read the 

above conditions of treatment and payment and agree to their content.  

I hereby acknowledge that I have reviewed a copy of this practice's Notice of Privacy Practices. I have been given the 

opportunity to ask any questions I may have regarding the Notice.  

 

Patient Printed Name: ______________________________________________  

Patient Signature: _________________________________________________ Today’s Date: ________________  


