CONSENT TO DENTAL TREATMENT
DENTIST: Matthew Kelley DDS
PATIENT: _____________________________________________________
1. I request and authorize the above listed provider of service, and/or such other

persons as he may appoint to perform or assist in the performance of the dental
treatment or procedures indicated during my exam. I understand that there have
been no guarantees given or implied of any sort by anyone as to the results that
may be obtained.
2. I understand that treatment or procedures may involve some risks.
3. As an alternative to this therapy, I may elect to alternate treatment.
4. I also understand that failure to treat this condition will result in a non-treated

outcome.
5. Further, it is understood that unforeseen conditions or circumstances may arise

during the course of my procedures or alternate treatment. Therefore, I consent
to and authorize the performance of any care, procedures or treatment not
specified by the dentist but that he believes is necessary or advisable as a result
of these unforeseen events or conditions.
6. I consent to the administration of any anesthetic that the dentist or his hygienist

deems necessary to provide proper treatment.
7. I understand that there are risks involved with the administration of anesthesia.

The alternative to the use of these anesthetics is not having any anesthesia.
8. I have been given an opportunity to refuse to consent to any and all treatment or

procedures specified in this form and have indicated my exclusions by drawing a
line through the objectionable word (s), sentence (s), or paragraph (s), and
writing my initials next to the portion to which I refuse to consent. I am also free
to indicate at the end of this form, anything not mentioned herein, but to which I
refuse to consent.
I certify that I have read and understand the above. I accept all risk of, if any, in hope of
obtaining the desired beneficial results. I acknowledge that the dentist has explained all
of the above to me in a manner to allow me to comprehend the consequences of my
actions. Any questions about this treatment plan and its attendant risks have been
answered fully and to my complete satisfaction.

___________________________________________________
_________________
Patient/Guardian

Date

FINANCIAL POLICY

We feel strongly that our patients deserve the best care. In an effort to provide high quality care, we
would like to share information with you about financing health care. We hope that by providing you
with the following information, we can prevent misunderstandings and that you will be comfortable
discussing financial and insurance matters with us.

1. We ask that you pay in full at your first visit. If you have insurance, please pay that portion
which insurance does not cover. We accept VISA, MasterCard, Discover, American Express
and Care Credit for your convenience.
2. Remember that, if you have insurance, the insurance contract is between the patient and the
insurance company. The patient is responsible for all account balances, even with insurance
benefits. We will bill your insurance as a courtesy to you, but we cannot guarantee your benefits.
If your insurance provider informs us of benefits that you are entitled to, we will advise you of
the same, however we cannot be responsible for inaccurate information provided by your
insurance company, or for payment or nonpayment of claims.
3. Within 30 days of service, the balance should be paid in full. Compounded Interest will be
charged at 18% per year (1.5% per month) on balances over 30 days past due.
4. Many insurance plans cover a certain percentage of the fees. Normally, the insurance company
will cover the “usual and customary fees”. These benefits are determined by how much your
employer paid for the plan. Your insurance, as a result, may cover less than you thought they
might have. Please be familiar with the benefits provided by your plan.
5. For our patients without insurance coverage, we offer a 7% discount for services paid by cash or
check. Seniors (65 years and older) without insurance are eligible for a 10% discount if paid in
full by cash or check at the time of service.
6. The age of majority is 18 years old. The parent that brings in the minor child is responsible for
payment.
7. Past due accounts will be sent to a collection agency at our discretion. We charge $25 for
returned checks.
8. If you find it necessary to reschedule or cancel an appointment, please contact us 2 business days
(M-Th) in advance so that your time may be utilized by another patient in need. Failed
appointments, as well as, appointments changed or cancelled without 2 business days’ notice will
result in a $50 charge per hour for hygiene visits and $100.00 charge per hour for any visit
for dental treatment. __________(Please read and initial)

I authorize insurance benefits to be paid directly to Dr. Kelley. I also give permission for the doctor to
release information in order to process the claim. I agree that I am responsible for all unpaid balances.
Signature:___________________________________________
Printed Name:_______________________________________Date:___________________

ACKNOWLEDGEMENT
OF
PRIVACY PRACTICES
Matthew Kelley, DDS, PLLC
21909 64th Ave W
Mountlake Terrace, WA 98034
425-771-3505
My signature confirms that I have been informed of my rights to privacy regarding my
protected health information, under the Health Insurance Portability & Accountability Act
of 1996 (HIPAA). I understand that this can and will be used to:
 Provide and coordinate my treatment among a number of health
care providers who may be involved in that treatment directly and
indirectly
 Obtain payment from third-party payers for my health care services
 Conduct normal health care operations such as quality assessment
and improvement activities
I have been informed of my dental provider’s Notice of privacy practices containing a
more complete description of the uses and disclosures of my protected health
information. I have been given the right to review and receive a copy of such Notice of
privacy practices. I understand that my dental provider has the right to change the
Notice of privacy practices and that I may contact this office at the address above to
obtain a current copy of the Notice of privacy practices.
I understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment or health care operations and I
understand that you are not required to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.
Patient Name: _________________________
Date:______________
Signature:_______________________________
Dependent family members also covered by this acknowledgement:

