
DANIEL LAWRENCE, D.D.S. P.C. 
SULPHUR SPRINGS FAMILY DENTAL 

 
 

CONSENT TO DENTAL TREATMENT 
 

The undersigned hereby authorizes Daniel Lawrence D.D.S., P.C. and its doctors and staff to take radiographs, study models, 
or any other diagnostic aids deemed appropriate by its doctors to make a  diagnosis of the patient's dental needs.  I also 
authorize Daniel Lawrence D.D.S., P.C. and its doctors to perform any and all forms of treatment, medication and therapy, 
that may be indicated in connection with (name:)_______________________________ and further authorize and consent 
that Daniel Lawrence D.D.S., P.C. and its doctors choose and employ such assistance as deemed fit.  
  

ANESTHETICS:  

I understand the use of anesthetic agents have certain risks and hazards but I request the use of anesthetics for the relief and 
protection from pain during the planned procedures.  I realize the anesthesia may have to be changed possibly without 
explanation to me.  I understand that certain complications may result from the use of any anesthetic including respiratory 
problems, drug reaction, paralysis, brain damage, and even death.   
 
If needed, additional consent will be requested of me at the time such procedures are provided to me, such as: extractions, 
endodontic treatment (root canal therapy) and other major services. 
 

FINANCIAL AGREEMENT 
 

The time that you have reserved for your appointment is valuable.  If for any reason you choose not to keep your scheduled 
appointment, we require a 48 hour notice.  We reserve the right to charge up to a $50 fee for cancelled or failed appointments.  
 

INSURANCE:  
It is our responsibility to provide you with the treatment that best meets your needs, not to try to match your care to insurance 
plan limitations. Dental insurance plans do not correspond to individual patient needs, and as such, many routine and 
necessary dental services are not covered even though you may need those services.  
As a courtesy we will gladly process your insurance claim forms on your behalf. Your insurance company makes final 
determination once treatment is completed and the claim is submitted. Your insurance is a contract between you and your 
insurance company; therefore, all charges not paid are your responsibility. All insurance co-pays and deductibles must be 
paid at the time of service. In the event your insurance company has not paid the estimated benefit amount within 60 days, 
the balance due on the account becomes the responsibility of the patient or responsible party and is due in full.  
 

FINANCIAL POLICY:  
I understand that responsibility for payment of dental services provided in this office for myself or my dependents is mine, due 
and payable at the time services are rendered.  
 
We accept cash, check, Master Card, Visa, Discover, American Express, and CareCredit (6 months and 12 months deferred 
interest plans) 
 
After 120 days, my account balance may be forwarded to a third party collection agency which is subject to additional fees of 
30% of account balance.  
 
There is a $35.00 processing charge for non-sufficient funds or returned checks. 
 
By signing this document, I give my consent to dental treatment and understand and agree to the financial policies of Sulphur 
Springs Family Dental, the office of Dr. Dan Lawrence.   
 
 
 
Date: ___________________  
 
 
 
Relationship to Patient: ________________________  
 
 
 
Signature: ___________________________________________________ 
 



 


