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ANAHEIM HILLS PEDIATRIC DENTAL PRACTICE

500 So. Anaheim Hills Rd.  Suite #116

Anaheim Hills, CA  92807

(714) 974-TOOTH (8668)

Dr. Carol K. Yeung

Dr. Eddie N. So
     CONSENT FOR TREATMENT

1. The undersigned hereby authorizes the dentist(s) and staff to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by the dentist(s) to make a thorough diagnosis of my child’s dental needs.  I also authorize the dentist(s) to perform all recommended treatment mutually agreed upon by me, and to use the appropriate medication and therapy indicated for such treatment in connection with 

(Childs name)______________________________________________________.

2. We ask you to pay for services at the time they are rendered.  We accept Visa, MasterCard, Cash, or Check.  If you choose to pay by check we will ask you to provide your Social Security # and Drivers license #.  We will help secure your dental insurance benefit by giving you an itemized claim form that you can submit to your insurance carrier for reimbursement.  The insurance carrier will pay you directly.

3. I understand it is my responsibility to advise Anaheim Hills Pediatric Dental Practice of any changes in the information contained in these forms.

4. I also understand that I will be charged a fee for any checks returned for any reason ie. non-sufficient funds and that Anaheim Hill Pediatric Dental Practice will only accept credit card, cash, money order or cashier’s checks for the current and future payments owed.
5. To avoid missed appointment charges we request that you cancel at least 48 hours prior to the appointment, so we can offer the appointment to another child.  Multiple missed or late appointments will require full payment of the services to be rendered prior to future appointments. This is to be paid, regardless of insurance coverage, in order to secure an appointment and will be forfeit if the appointment is missed and not cancelled 48 hours prior.  We will refund the deposit payment for kept appointments after the insurance has paid.  We greatly appreciate your help with this.

6.
In order to receive treatment, I contract that if there is any difference or disagreement between my attending dentist and myself, I will first present such difference or disagreement to my attending dentist in order to resolve the problem.  If we are unable to agree on a solution, then I agree to take the problem to a reconciliation board such as the Dental Society of California State Consumer Affairs Board of Dental Examiners and agree to accept their resolution in lieu of pursuing remedies by way of litigation, in consideration of helping to keep costs of treatment as low as possible.  I also understand that this agreement is binding on my heirs and all other family members.

Our goal is to involve the family in dental health education.  In consideration of this goal, we request that a parent of legal guardian remain in the office for the entire appointment.
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