
 
 

Name:  
 

PAYMENT ACKNOWLEDGEMENT 
 
Our practice is dedicated to providing the best care available for each and every 
patient. Our treatment recommendations are based on individual needs of our 
patient. 
 
All patients are expected to pay their portion of the balance at the time of service. 
 
We will do our best to inform you of our fees and estimate your portion before 
treatment is rendered. 
 
Payment may be made by cash, check, and/or credit card. 3rd party financing is 
also available. 
 
Patients with insurance must present their card each time there is a change in 
coverage before entering the treatment room. The best way for the office to 
determine your cost is by maintaining the most current information about your 
benefits. 
 
If the situation arises that you must re-schedule your appointment, kindly give us 
24 hours notice. A broken appointment is defined as notifying us less than 24 
hours in advance. After 2 broken appointments, there will be a $50.00 charge. 
After 3 broken appointments, we will be unable to schedule any future 
appointments. 
 
In an effort to provide the best care to our patients, we will no longer be placing 
amalgam (silver) fillings for routine operative care. We will be exclusively placing 
composite resin (white) fillings. 
 
I acknowledge that payment is due at the time of treatment, unless other 
arrangements are made. I agree that parents/guardians are responsible for all 
fees and services rendered for treatment of a minor/child. I accept full financial 
responsibility for all charges not covered by my insurance. 
 
Signature:         Date:      
◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊◊
◊◊◊◊ 
 

NOTICE OF PRIVACY PRACTICES 
I acknowledge that I have received the notice of privacy practices from the office 
of Douglas Leigh, D.D.S. 
 
Signature:         Date:      
 
Relationship to patient (if signed by a personal representative of the patient):  



    
 

X-RAY CONSENT (IF PATIENT IS UNDER 18 YEARS OLD) 
I give my permission for Center For Aesthetic Dentistry to take necessary x-rays 

on above named patient. 

Signature: __________________________________________ Date: 

___________________ 

Relationship to patient (if signed by a personal representative of the patient): 

_____________________ 

 


