


FINANCIAL POLICY

Thank you for choosing Safari Smiles as your child’s dental home. We are committed to making their treatment and overall experience a success. In our continued efforts to provide your child with the best possible dental care at reasonable rates, we are pleased to offer the following payment options. Payment is expected at time of service.  

· Cash
· Check or Money Order
· Credit Card (Visa, Master Card, Discover Card or American Express)
· Debit Cards
· Care Credit or Springleaf Financial Services (Third Party Financing)

** Filing of Insurance**
We accept assignment of insurance benefits of most dental plans, but we are only preferred providers with HealthChoice, United Concordia, Metlife, Delta Dental Premier and Delta Dental PPO.  As a courtesy to our patients and families, we will file charges to your insurance company for you as long as you provide the necessary information. You are responsible for any portion not payable by insurance at the time of service including but not limited to: deductibles, co-pay, nitrous and/or sedation fees and any remaining private portion that is not covered by your insurance.

SOONERCARE: In the event that your child’s card is not active, you will be responsible for payment of any service incurred at our regular fee schedule. If you are aware that your child’s card is not eligible please let us know at least 24 hours in advance of the scheduled appointment to avoid the failed appointment consequences. 

Thank you for understanding our Financial Policy. If you have any questions regarding this policy, please let us know.

I have read, understand and agree to the above Financial Policy.

Patient Name:  ____________________________________      Parent’s Name:  ________________________
     
Parent’s Signature: _________________________________     Date: _________________________________

FAILED APPOINTMENT POLICY

· We will forgive one same-day broken appointment per child.  If your child is sick, please provide a doctor’s note.
· The second occasion of a broken appointment without a doctor’s note will result in referral to another dental provider.

Please initial here ____ to verify you have read and understand our Failed Appointment Policy.

[bookmark: _GoBack]Notice of HIPAA Privacy Policy Practices

*A copy of the Privacy Policy is located in a blue notebook at the front desk.  By signing, you acknowledge that you read or had access to read or view a copy of Safari Smiles’ Privacy Policy Practices.

Parent’s Signature: _________________________________    Date: _________________________________
CONSENT FORM

State Law requires us to obtain your consent to your child’s contemplated dental treatment or oral surgery.  Please read this form carefully and ask about anything that you do not understand. We will be pleased to explain it.

1. I hereby authorize Dr. Lindblom, assisted by other dentists and or dental auxiliaries of his choice, to perform upon my child (or legal ward) the following dental treatment or oral surgery procedure(s), including the use of any necessary or advisable local anesthesia, radiographs (x-rays), or diagnostic aids. I further authorize the doctor to perform other dental services(s) that in his judgment are advisable for my child or legal ward, with the exception of (if none so state): ________________________

2. In general terms the dental procedure(s) or operations may include:
· A. Cleaning of the teeth and the application of topical fluoride.
· B. Application of plastic “sealants” to the grooves of teeth.
· C. Treatment of diseased or injured teeth with dental restorations (fillings). 
· D. Replacement of missing teeth with dental prosthesis.
· E. Removal (extraction) of one or more teeth.
· F. Treatment of diseased or injured oral tissues (hard and/or soft).
· G. Treatment of malposed (crooked ) teeth and/or oral developmental or growth abnormalities.
· H. Use of sedative medications.
· I.   Other:_______________________________________________________________________________________
             ___________________________________________________________________________________________

This treatment has been explained to me. Alternate methods of treatment, if any, have also been explained to me, as have the advantages and disadvantages of each. I am advised that though good results are expected, the possibility and nature of complications cannot be accurately anticipated and that, therefore, there can be no guarantee as expressed or implied either as to the result of the treatment or as to cure. 

3. Although their occurrence is extremely remote, some risks are known to be associated with dental or oral surgery procedures including anesthesia or sedation. State Law requires us to mention the risks of numbness, infection, swelling, bleeding, discoloration, nausea, vomiting, allergic reactions, brain damage, quadriplegia, paraplegia, the loss or loss of function of any organ or limb, or disfiguring scars associated with such procedure or procedures. 

4. I also authorize Dr. Lindblom to use photographs, radiographs, and other diagnostic materials and treatment records for the purposes of teaching, research and scientific publications. 


I hereby state that I have read and understand this consent, and that all questions about the procedure or procedures have been answered in a satisfactory manner.

        Date: _____________________ Time:______________________ a.m./p.m.

        Patient’s Name _________________________________________________

        Signature of Parent or Guardian ___________________________________________________________________________

        Relationship to Patient _____________________________________ Witness ______________________________________
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