PATIENT INFORMATION Date:

NAME:

ADDRESS: APT.

CITY: STATE;  _____ ZIPCODE;

DATE OF BIRTH: EMAIL:

HOME PHONE: CELLPHONE: WORK PHONE:

SOCIAL SECURITY NUMBER: SEX: M F (PLEASE CIRCLE)

EMPLOYMENT INFORMATION

EMPLOYER’S NAME: o __OCCUPATION:___
WORK ADDRESS: SUITE NUMBER: o
CITY: STATE: ZIFCODE:

INSURANCE INFORMATION

INSURANCE COMPANY:

300 NUMBER & ADDRESS:

PRIMARY CARD HOLDERS NAME:
PRIMARY CARD HOLDERS DATE OF BIRTH:
PRIMARY CARD HOLDERS SOCIAL SECURITY NUMBER:

Endodontic Informed Consent

I understand the goal of endodontic root canal treatment or evaluation is to retain a tooth that may otherwise
require extraction. Although endodontic root canal treatment usually has a high degree of clinical success, it

is a dental-biological procedure, whose results cannot be guaranteed. During the procedure the possibility of
separated instruments, undetected root canals, or perforation of the tooth may occur. This may have an impact
on the prognosis of the root canal procedure. Occasionally, endodontic root canal treatment may fail, resulting
in tooth loss. A permanent (outside) restoration, such as a crown or onlay, will be placed afterwards by my
restorative dentist. [ agree to notify my restorative dentist immediately following completion of the root canal
(reatment so that a restoration may be placed over my root canal-filled tooth. Following completion of endodontic
root canal treatment, fracture and loss of my root canal-filled tooth due to brittleness may be more likely to occur
unless my root canal-filled tooth is restored within a month following completion of endodontics.

Signature of Patient or Parent Witness: (PLEASE SEE NEXT PAGE)

Witness:




Practice Limited to Endodontics

Rory E. Mortman, D.D.S., PA
Sang Y. Shin, D.M.D.

Jeffrey S. Albert, D.M.D.
Simon M. Ghattas, D.M.D., M.S.

PLEASE READ THE BELOW PARAGRAPH CAREFULLY
AS IT PERTAINS TO PAYMENT AND INSURANCE ISSUES

We employ a one-visit technique, which is the most updated and successful type of treatment. Since the
treatment is completed in one visit, we request that payment be made at the time of service.

Patient Financial Responsibility Policy

All patients are responsible for the payment in full of all services rendered on their behalf.

If this account needs to be placed for collection due to delinquency - you will be responsible for any
collection and/or attorney fees.

['acknowledge full responsibility for the payment of such services for my root canal treatment and agree
to pay for them, in full, AT or BEFORE COMPLETION, unless other specific arrangements are made
with the secretary.

Signed: Patient or Parent: Date:

Insurance Assignment

[ authorize my insurance carrier to pay any dental benefits of my plan directly to this dental office. I also
authorize the release of any information necessary to process my dental insurance claim.

We will file insurance as a courtesy to our patients. Insurance companies compensate according to their
fee schedule, therefore it is necessary that the patient pay approximately 40% of the charge at the time of
the service. If your insurance company pays more than your outstanding balance, we will send you a
refund. You remain responsible for deductible and payment of non-covered services. Your insurance
policy is a contract between you and your carrier. If the insurance company rejects your claim in full or
in part, you are respounsible for paying for the services rendered.

We will allow 45 days for payment from the insurance company. After that, we will bill you, the patient,
for the complete balance of the account.

Signed: Patient or Parent: Date:







