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Acknowledgement of Secure Internet Communications

| acknowledge that the dental practice uploads and stores confidential patient information (including account information, appointment
information and clinical information) to a secured web site for the dental practice. | understand that, for security purposes, the site requires a
user ID and password for access and use, and is only accessible by the dental practice. | also understand that State and Federal laws, as well as
ethical and licensure requirements impose obligations with respect to patient confidentiality that limit the ability to make use of certain
services or to transmit certain information to third parties. | understand the dental practice will represent and warrant that they will, at all
times during the terms of this Agreement and thereafter, comply with all laws directly or indirectly applicable that may now or hereafter govern
the gathering, use, transmission, processing, receipt, reporting, disclosure, maintenance, and storage of my information, and use their best
efforts to cause all persons or entities under their direction or control to comply with such laws. | agree that the dental practice has the right to
monitor, retrieve, store, upload and use my information in connection with the operation of such services, and is acting on my behalf in
uploading my patient information. | understand the dental practice will use commercially reasonable efforts to maintain the confidentiality of
all patient information that is uploaded to the web site on my behalf. | have read the information above regarding the secured uploading of
patient information to the web site for the dental practice, and acknowledge that the dental practice securely uploads my patient information
to the web site.

Appointment Policy: As a courtesy, we will give you a confirmation call the business day before your appointment. We ask that if you must
change your appointment, please give 24 hour notice. This courtesy makes it possible to give your reserved time to another patient who would
like it. Repeated cancellations or missed appointments will result in the loss of future appointment privileges. A charge will be made for
appointments broken or canceled without 24 hours advance notice. | have read and understand the information above regarding the
appointment policy.

Consent for Services

| hereby authorize this Dental Practice 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. | also authorize the Doctor to perform any and all forms of treatment,
medication, and therapy that may be indicated. | also understand the use of anesthetic agents embodies a certain risk. | understand that my
dental insurance is a contract between me and the insurance carrier, and not between the insurance carrier and the Doctor and that | am still
fully responsible for all dental fees. | assign all insurance benefits to the Doctor. Any payments received by the Doctor from my insurance
coverage will be credited to my account, or refunded to me if | have paid the dental fees incurred. | understand that where appropriate, credit
reports may be obtained. As a condition of treatment by this office, financial arrangements must be made in advance. The practice depends
upon reimbursement from patients for the costs incurred in their care. Financial responsibility on the part of each patient must be determined
before treatment. All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for at
the time services are performed unless other arrangements are made. Patients with dental insurance understand that all dental services are
charged directly to the patient and that he or she is personally responsible for payment of all dental services. This office will help prepare the
patient's insurance forms or assist in making collections from insurance companies and will credit any collections to the patient's account.
However, this dental office cannot render services on the assumption that our charges will be paid in full by an insurance company. A service
charge of 10% per month on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial
arrangements are satisfied. | understand that any fee estimate for this dental care can only be extended for a period of one year from the date
of the patient examination. In consideration for the professional services rendered to me by this practice, | agree to pay the charges for the
services at the time of treatment, or within fifteen (15) days of billing if credit is extended. | further agree that the charges for services shall be
as billed unless objected to, by me, in writing, within the time payment is due. | further agree that a waiver of any breach of any time or
condition hereunder shall not constitute a waiver of any further term or condition and | further agree to pay all costs and reasonable attorney
fees if suit be instituted hereunder. | grant my permission to you or your assignee, to telephone me to discuss this statement or my treatment.

I have read the above conditions of treatment and payment and agree to their content.

Signature of patient, parent, or guardian (responsible party).

Signature: Date:



