




 monthly billing date, a late charge of 1.5% on the balance then unpaid and owed 
will be assessed each month (if allowed by law). I realize the failure to keep this 
current may result in you being unable to provide additional dental services except 
for dental emergencies or where there is prepayment for additional services. In the 

case of default on payment of this account,I agree to pay collection costs and 
reasonable attorney fees incurred in attempting to collect this amount or any future 

outstanding account balances.
 

Patient Name: ___________________________Date:_____________
Patient Signature: _________________________________________

CONSENT FOR TREATMENT
 

1.I hereby authorize doctor or designated staff to take X-rays, study models, 
photographs, and any other diagnostic aids deemed appropriate by doctor to make a 

thorough diagnosis of my dental needs. (This gives us permission to do the exam)
 

2.Upon such a diagnosis, I authorize the doctor to perform all recommended treatment 
mutually agreed upon by me and to employ such assistance as required to provide 

proper care.(This allows us to make a treatment plan and to ask for permission to 
start the work)

 
3.I agree to the use of anesthetic, sedatives, and other medication as necessary. I fully 
understand that using anesthetic agents embodies certain risks. I understand that it is 
okay to ask for a complete recital of any possible complications. (Before we do any 

work you need to know that complications exist for virtually all treatment)
 

4.AUTHORIZATION TO RELEASE INFORMATION. I authorize the release of any 
personal medical, or dental information necessary to process my insurance claims. I 

also authorize that this document serve as my signature on le if necessary for 
processing additional claims. ( This is needed to send your information to insurance 

company or if we need to send information to another referral doctor)
 

5. AUTHORIZATION OF DIRECT PAYMENT ( This is needed for your insurance 
company to reimburses directly for any work performed) I authorize payment for 

professional services performed to: Jonelle Doctor Urgena, DDS. I also authorize that 
this document serve as my signature on le if necessary for processing additional 
claims.

6. LATE CHARGES- If I do not pay the entire new balance within 25 days of the


