Medications:

y N

D • Is there any disease, condition, or problem that you think this office should know about that is not covered above?
If yes, please describe below...

Notes:

Signature:

Date:
(If Under 18, Parent or Guardian Signature Required)

-------

FINANCIAL RESPONSIBILITY

All professional services rendered are charged to the patient; the PATIENT is responsible
for ALL fees the day the service is rendered.
If you have dental insurance, you are required to pay the estimated amounts in addition to
any other co-insurance/deductibles required by your insurance company on the date of
service. Upon completion of insurance payment, the unpaid balance is your responsibility
to be paid in full; any overpayment will be refunded to you.

Acknowledgement of Receipt of Notice of Privacy Practices
I, _________________________, have had the opportunity to review a copy of this
office’s Notice of Privacy Practices and can receive a copy upon request.
I give the following family/friend(s) permission to access my health information.
_________________________________
_________________________________

Please review the following sections and initial the blanks provided.
________ I certify that I have read, answered, and understood all of the previous
information on this form to the best of my knowledge. I understand that providing false
information could possible be dangerous to my health or illegal in most cases.
_________ I consent to the performing of all procedures mutually decided upon between
myself and the doctor to be necessary or in my best interest. If at any point I am uncertain
of the risks or benefits of a procedure, I will ask.
_________ I consent to the disclosure of my health information to any other health care
provider providing treatment.

Consent to Release Medical Records
I, ______________________________, give my consent to release my medical records
to Dr. John C. Osborn if needed for my dental treatment completion.

_______________________________________________
Patient (if over 18 years of age) OR Parent’s signature
_________________________
Date

