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ﬁaHS‘O” p/ace D@”fﬂ/atMetroTech

4 MetroTech Center - Chase Building - Lobby
Brooklyn, NY 11201
(718) 403-0700

CONSENT FOR TREATMENT AND LOCAL ANESTHESIA

The purpose and the nature of the dental and/or surgical treatment has been fully explained to me. [ have been
fully informed of and understand fully, all the risks to me that are involved in the performance of the treatment
to be rendered. I understand that there is a possibility of complications developing during or after the treat-
ment and these have been {ully explained to me.l am now giving my free and voluntary informed consent for the
treatment to be rendered. I have not been given or received any guarantees as to theresults to be obtained from
the dental and/or surgical treatment 1 am to receive.

1 have been told that there will be local anesthesia administered, and informed as to any risks involved in such
administration. I do give my free and voluntary informed consent to same.
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Statement For All patients With Or Withont Insurance

I fully understand that this dental office accepts an assignment of benefits from most insurance companies and/or union plans. (Primary
Carrier) (Secondary carmier for patient’s reimbursement only.) I also understand that even after said insurance company and/or unton
approves my treatiment plan, and agrees to pay for certain treatment, prior to doing said treatment, if after treatment any portion is unpaid,
in part or whole for any reason, the unpaid portion of iny bill is my sole responsibility. This balance will be paid in full within thirty days
of my being notitied of such underpayment. 1 give my permission for any credit/debit card that has been used in this office to be charged
to offset any balance still remaining afier treatment is complete, using “Signature on File™ I authorize my credit card company/bank to
pay these charges even though a signed sales slip will not be presented. This 15 iny contractual agreement with this office. No prosthetic
cases will be penmancently inserted unless patient’s portion of bill i paid in full for that particular prosthesis. 1 have reviewed a copy of
this office's Notice of Privacy Practices. 1 consent to your use and disclosure of my protected health information to carry out treatment,
payment activities, and health care operations
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Hanson Place Dental Associates

NOTICE OF PRIVACY PRACTICES
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