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We look forward to making your visit pleasant. Our office and procedures have been 
designed to put you at ease and our staff members are devoted to your comfort. We 
truly care about your needs and hope you feel relaxed in our office. 

 

Before beginning treatment, we will discuss your case with you in detail and answer 
all your questions. Any permanent filling or restoration required after endodontic 
therapy will be completed by your general dentist. If your general dentist specifically 
requests that we place a permanent filling, there will be an additional fee. 

 

We want to make your dental care affordable. To help keep our fees as low as 
possible, payment on the day of your treatment is required. For your convenience, 
we accept cash, personal checks, VISA, and Mastercard. If you have unusual 
circumstances, please speak with the doctor or the receptionist PRIOR to your 
endodontic treatment to arrange a dental payment plan. 

 

We strive to help patients maximize their dental plan benefits. To minimize your out-
of-pocket expense at the time of your visit, we will submit for direct payment of your 
dental plan benefits. Please be aware that each dental plan independently 
determines their UCR maximum fee allowances for each type of service. For this 
reason, we ask patients with dental plan benefits to take care of an estimated 25% 
minimum co-payment, plus deductible (if applicable) on the day of treatment. Upon 
receipt of your company's dental plan payment, we will refund any credit or bill the 
balance to you. While dental plans offer assistance, they rarely cover the entire fee. 
Please understand that our services are provided to you, the patient, and not to 
your dental plan. Therefore, you, and not the dental plan, are responsible for the 
account. 

 

Thank you for your effort to save your tooth. It is a wise decision and we are 
pleased to be a part of the effort. 
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You are here for an evaluation and possible treatment of a tooth with root canal 
therapy. Root canal therapy or endodontics is 95% successful and the cost of this 
treatment includes all pre-op diagnosis, root canal therapy and all post-op care. 

 

Of the 5% that do not heal, follow-up treatment involving a small surgical procedure 
may be needed.  This procedure will be an additional fee.  Again, all diagnosis, 
treatment, and post op care for the surgery will be included in that particular fee. 

 

Please feel free to talk with Dr. Feltman or Dr. Risser and their staff today during 
your appointment regarding any questions that you may have about the procedure, 
fees, payment arrangements, insurance questions, or appointments. 

 

If you decide to initiate treatment today, your next scheduled visit is very important. 
Success of treatment is based on a timely conclusion.  If you fail to keep your 
scheduled appointment time without giving 24 hours notice, a $45.00 fee will be 
added to your account..  PLEASE keep ALL scheduled visits. 

 

 

 

 

 

SIGNATURE____________________________________________________ 
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I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I 
have certain rights to privacy regarding my protected health information.  I understand that this 
information can and will be used to: 

 

● Conduct, plan and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in that treatment directly or indirectly. 

● Obtain payment from third party payers. 

● Conduct normal healthcare operations such as quality assessments and physician 
certifications 

 

I have been informed by you of your Notice of Privacy Practices containing a more complete 
description of the uses and disclosure of my health information.  I have been given the right to 
review such Notice of Privacy Practices prior to signing this consent.  I understand that this 
organization has the right to change its Notice of Privacy Practices from time to time and that I 
may contact this organization at any time at the address below to obtain a current copy of the 
Notice of Privacy Practices. 

I understand that I may request in writing that you restrict how my provate information is used or 
disclosed to carry out treatment, payment or health care operations.  I also understand you are 
not required to agree to my requested restrictions, but if you do agree then you are boound to 
abide by such restrictions. 

I understand that I may revoke this consent in writing at any time, except to the extent that you 
have taken action relying on this consent. 

 

Patient Name: ______________________________________________________________ 

Signature: _________________________________________________________________ 

Relationship to Patient: _______________________________________________________ 

Date: _______________________ 
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Please Print Entire form 

      NAME________________________________________ 

                           First                Middle                  Last 

Telephone 
        Home__________________ 
         
        Work___________________ 

Date Chart Number 

Patient's Address 
 

City State Zip Code 

Patient's Age 
 

Date of Birth 
Sex M □ F □ 

Marital Status 

□Single□ Married□ Separated □Divorced□ Widow 

Patient's Occupation 

 

Patient's Employer and Address 

Patient's So. Sec. No. Patient's Physician 

 

Who was the dentist that referred you to us? 

 

 

How long have you been a patient of this dentist? 

Have you ever been treated in our office before? 

                                                                                  □ No    □ Yes 

Are you close to using up your maximum insurance benefits for this year? 

                                                      □ Yes          □ No 

  PERSON RESPONSIBLE FOR ACCOUNT – (FINANCIAL RESPONSIBILITY) 
First Name and Middle Initial 
 

Last Name Date of Birth 

Street Address 
 

City State Zip Code 

Home Phone Social Security Number Occupation 

Employer Address 

City-State Zip Code Business Phone 

FILL OUT ONLY IF YOU HAVE DENTAL INSURANCE 

PRIMARY DENTAL INSURANCE INFORMATION FILL OUT ONLY IF YOU HAVE A SECONDARY 
DENTAL INSURANCE PLAN 

Employees name who has the insurance coverage 
 
                                                     DOB_________ 

Social Security Number Employees name who has the insurance coverage                                                     
 
                                                      DOB_________ 

Social Security Number 

Address Address 

Name of Insurance Company 
 

Name of Insurance Company 

Address Address 

City, State, Zip City, State, Zip 

Is this employee: 

□Hourly  □Salaried  □Other  What percentage will this insurance company 

cover? 

Is this employee: 

□Hourly  □Salaried  □Other   What percentage will this insurance company 

cover? 

Group Number Service Code Group Number Service Code 

How is this employee related to the patient? 

             □ Subscriber       □ Spouse    □ Dependant 

How is this employee related to the patient? 

             □ Subscriber       □ Spouse    □ Dependant 

PAYMENT EXPLANATION 
Our office policy requires that a portion of your bill be paid when treatment is started and the balance must be paid by the 
time treatment is completed, which is usually the second appointment.  Please advise our receptionist if other arrangements 
are necessary, BEFORE SEEING THE DOCTOR.  We accept cash, personal checks on local banks, money orders, Visa 
Mastercard.  Charges not paid within 30 days will have a service charge of 1.5& per month (Annual Rate 18%) added to the 
past due balance on each monthly statement thereafter. 
             I agree to be responsible for any charges not paid by my insurance company. 
 
___________________________________     _________________________________________ 
     DATE                                                             Signature of Patient or (Parent or Guardian of Minor) 
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