
Please list any other health issue that could affect your child's dental treatment:

Ammon & Aaron Jones

JONES DENTAL CARE



As a condition of treatment by this office I give consent to the doctors and staff of Jones Dental Care to examine and diagnose my child’s teeth and mouth, 
and to provide treatment with my verbal approval.  An estimate will be given to me of my expenses, and I agree to be responsible for the payment of these 
expenses regardless of any third party reimbursement.  I understand that Jones Dental Care will provide only treatment which is intended to be for my 
benefit, and any unforeseen situation which may lead to unintended discomfort, inconvenience, loss of tooth structure, or unfortunate circumstance is 
related only to the situation presented by the condition of my mouth.  I will not consider the doctors or staff of Jones Dental Care to be responsible for any 
circumstances that originate with my oral condition.       

Regarding my dental insurance, I understand that some dental services may be billed to the insurance company as a courtesy of Jones Dental Care.  I 
agree to pay any deductibles and/or co-payments as estimated by the office at the time of service.  I further understand that if my insurance company 
refuses payment to this office for any reason, I am responsible for the payment of the balance.  I understand that all estimates are an approximation of 
expenses and are not guaranteed.

I agree to pay all costs and reasonable attorney fees if suit be instituted hereunder to collect monies owed by me, including charges of up to 50% that may 
be assessed to us by any collection agency retained to pursue collections.

I grant my permission to the staff to telephone me at home or at my work to discuss matters related to this form.

I certify that I have read, understood, and answered all questions accurately, and I agree to abide by the conditions in this section .

________________________________________________  Date: _____________  Relationship to Patient:__________________________
                  Signature of patient, parent or guardian  
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