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Consent for Services and Financial Policy
*Teeth Cleaning Disclaimer: Regular dental cleanings are only performed on patients with good oral health and who have had a dental cleaning
within the last 12-18 months. Regular dental cleanings consist of ONLY cleaning plaque or calculus ABOVE the gum line according to the American
Dental Association. If a patient has plaque or calculus to be cleaned below the gum line, then a regular dental cleaning CANNOT be performed. A
full set of x-rays along with an evaluation by the Dentist and/or Dental Hygienist will determine if a patient is eligible for a standard dental cleaning or
if the patient requires a more in-depth dental service.
*X-ray Disclaimer: All new patients (children's x-rays differ by age) are required to have a FULL set of dental x-rays taken at his/her initial
appointment. You are encouraged to have your previous dentist email our office a full mouth series of x-rays (FMX) that have been taken within the
last 3 years. Newington Family Dentistry must receive your previous FMX PRIOR to your scheduled new patient appointment. If any emailed copy is
not received by the SCHEDULED start of your dental appointment, our policy is to take a new set of full mouth x-rays whether they are covered or
not by your insurance company. If a patient does not agree to have x-rays taken, unfortunately we cannot continue with the appointment
CANCELLATIONS AND LATE POLICY: If you are unable to make it to your scheduled appointment, please be sure to call the office at (860) 6667910 (2) days in advance to avoid a cancellation charge. Charges are $50.00 per hour for all missed appointments. Newington Family Dentistry has
a 15-minute late policy. After 15 minutes we MAY need to cancel your appointment and reschedule and a fee may incur. For those patients with
unpredictable schedules, we ask that you please make same day appointments only. (3) of more missed or short notice cancellations may result in
the patient pre-paying for all dental appointments.
PAYMENT OPTIONS: We accept Visa, MasterCard, Discover, American Express, CareCredit, Cash, and Check.
CO-PAYS: All co-pays are due in FULL at the time of service unless other financial arrangements have been previously agreed upon. Dental
insurance claims are processed as a courtesy; each patient is financially responsible for his/her account in the event insurance does not make a
payment to Newington Family Dentistry within 30 business days. We only send billing out if the patient owes more than collected at their date of
service.
COLLECTIONS PROCEEDINGS: In the event that any patient and or parent or guardian of a patient is sent to collections due to non-payment,
Newington Family Dentistry will not treat or complete any dental treatment until account is paid in full and a zero balance is reached. This includes all
services such as orthodontic, implant, denture, crown, or dental appliances.
INSURANCE & PATIENT ACCOUNTS: Accounts are the patient's responsibility. If for any reason your insurance company does not pay within 30
business days, it becomes the patient's responsibility to call the insurance company for details and/or explanations. If no payment is remitted to
Newington Family Dentistry within 30 business days, patients are responsible for any and all balances remaining and will be obligated to pay
Newington Family Dentistry within 21 days unless a prior payment plan has been made. As a courtesy, we contact your insurance company for a
breakdown of your benefits; the information given over the phone to us by your dental insurance company is NOT a guarantee and only a verbal
estimate. It is each patient's duty to read, review and understand his/her dental insurance plan, frequencies, maximums, deductibles and limitations.
UNDERSTANDING BASIC DENTAL COVERAGE AND BENEFITS* Our goal is to provide the finest care and treatment to all our patients at a
reasonable cost in a safe, clean, comfortable, and friendly environment. All charges you incur for any treatment that is provided to you are your
responsibility regardless of your insurance coverage. As a dental professional we will always recommend treatment based upon your dental needs
and not based on insurance coverage. Some dental plans may not allow benefits for all available options even when your dentist determines that a
specific treatment is in your best interest. The least expensive alternative is not always the best option. Please remember that your dental plan may
not cover certain procedures or treatments regardless of their value to you. Although we are willing to submit dental claims on your behalf, we do not
accept responsibility for the outcome of the transaction. Completing insurance breakdowns is a courtesy we extend in an effort to save you time and
facilitate payment to our practice from your insurance company. By having our practice process the insurance forms, it is important that the patient
and/or responsible party understand that this does not eliminate your financial obligation. Insurance payments are normally received within 30 to 60
business days from the time of billing. If the insurance company has not made payment to our practice within 60 days, we may ask the patient and/or
responsible party to pay the entire balance at that time and it will be their responsibility for seeking reimbursement from your insurance company. It is
the responsibility of the patient and/or responsible party for resolving any type of dispute over payments made or not made by your insurance
company to our practice.

ELIGIBILITY: The insurance company does not notify this office regarding eligibility. It is the patient's responsibility to notify this office of any new
dental plans, termination, or for any changes to your dental plan.
LIMITATIONS AND EXCLUSIONS: There are certain limitations and exclusions which may apply to your dental plan. For example, some dental
plans may include an alternative benefit or sometimes called a downgrade clause that may be applied to some services. Please be aware that a
downgrade clause means that the insurance will pay for the "least expensive treatment" and the patient is responsible for the difference in cost. For
example, some dental plans will only pay for an amalgam filling (silver filling) toward the office charge of a multi surface posterior composite filling
(white filling on the back teeth) and will result in a larger payment for the patient.
INSURANCE MAXIMUM: The maximum dollar amount the insurance company will pay toward the cost of ALL dental care incurred by an individual
in a specific period, usually in a calendar year. Please be aware that any amount that goes over the maximum is the patient's responsibility. We must
be notified by the patient if any treatment was performed at another dental office/facility within the year for insurance maximums and used to date
benefits to be accurate. If this this information is not disclosed the patient is responsible for any/all balances accrued.
INSURANCE PARTICIPATION: We accept all PPO dental insurance plans and are consider in-network with a few select plans. These in-networks
plans can/may change yearly. Please make sure to verify in-network status prior to your first appointment of a new calendar year. We DO NOT
accept HUSKY or HMO/DMO dental plans.
EXPLANATION OF BENEFITS (EOB): Our estimate of your patient payment at the time of service is usually fairly accurate. In about 30 days you
and the dentist will receive an EOB from the insurance usually indicating the services that are covered, any insurance payment submitted to the
provider, how much was paid by your dental plan, maximum used, and how much is your patient responsibility. In some cases, a difference in
payment will occur as all financial are ONLY AN ESTIMATE provided by YOUR DENTAL INSURANCE COMPANY to us. The estimate we receive
from your dental insurance company is NEVER a guarantee.

This signed document indicates that the (patient/guardian) read, received, reviewed, and understood any/all information
listed above and is agreeing to all terms and policies for Newington Family Dentistry including the collection or charges of
any/all fees.
Patient/Guardian Name: _________________________________ Date: ___________________

Patient/Guardian Signature X: _____________________________________________________

HIPAA Acknowledgment

I have been given the option to read and/or keep a copy of the notice of privacy practice form at Newington Family Dentistry. X_____ (Initials)
I understand that I may inspect or copy the protected health information described by this authorization. I understand that at any time, this
authorization may be revoked, when the office that receives this authorization receives a written revocation, although that revocation will not be
effective as to the disclosure of records whose release I have previously authorized, or where other action has been taken in reliance on an
authorization I have signed. I understand that my health care and the payment for my healthcare will not be affected if I refuse to sign this form. I
understand that information used or disclosed, pursuant to this authorization, could be subject to re-disclosure by the recipient and, if so, may not be
subject to federal or state law protecting its confidentiality,

Please list the first and last names of any person(s) we may discuss your appointment, treatment, and or financial
obligations with:
1.) ___________________________________

2.) _____________________________________

Patient Name ____________________________ Patient Signature X:___________________________ Date: _________

CONSENT TO DENTAL PHOTOGRAPHY
I, ___________________________________ (Patient), authorize Newington Family Dentistry, to take photographs
and/or intra-oral photographs of my face, jaws and teeth, before, during and after treatment.
I consent to allow the photographs to be used for the following:
• Dental Records
• Dental Research
• Marketing material, including websites, printed materials, and patient education

I further understand that if the photographs are used, my name and ALL other identifying information will be kept
confidential. I do not expect compensation, financial or otherwise, for the use of these photographs.

_____Check here if you do not want any of your photos used or shared for any of the above purposes
Signature (Patient) X________________________________ Date ___________

Smile Questionnaire
What is your immediate concern about your dental health? __________________________________________________
If you could change anything about your smile, what would you change? _______________________________________
Please check off all that apply
Had complications from past dental treatment
I would like my teeth straighter
Had/Have braces or orthodontic treatment
Experiences dry mouth
Sensitive to hot, cold, biting, sweets
Avoid brushing any part of your mouth
Food gets trapped between any teeth
Interested in having a brighter, whiter smile
Experienced popping and/or clicking of your jaw joint
Difficulty chewing
Clenching or grinding of teeth
Currently or previously wore a bite appliance
Gums bleed when brushing or flossing
Diagnosed and/or treated for gum disease
I have missing teeth that I would like to replace
Noticed an unpleasant taste or odor in your mouth
Experienced gum recession
Teeth become loose on their own (without injury)
Would you like your teeth straighter
Snores or a lack of restful sleep
Patient Name:_____________________________________________________ Date: __________________________

