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420 5th Ave. West, Suite 200
Hendersonville, NC 28739
(828) 693-3949 office	(828) 693-3965 fax
office@nigelmorgandds.com




FINANCIAL AGREEMENT

I hereby give Dr. Morgan and staff at General & Cosmetic Dentistry my informed consent to provide dental treatment for my child or myself.
	This includes consent to undergo a comprehensive exam, including x-rays and periodontal charting from which a treatment plan will be formulated. From this treatment plan, General & Cosmetic Dentistry (Dr. Morgan) will provide me with an ESTIMATE of the cost of treatment. However, I understand that this is only an estimate.
	I also understand that during the course of the procedure(s), unforeseen conditions may be revealed that necessitate an extension of the original procedure(s) or different procedure(s) than those originally planned. 
	I therefore authorize and request that the doctor and staff perform such procedures as are necessary and desirable in the exercise of professional judgment. The authority granted under this agreement shall extend to the treatment of all conditions that require treatment and are not known at the time the original procedure commenced.
	Furthermore, I understand that no dental treatment is completely risk-free and that Dr. Morgan will take reasonable steps to limit my complications.  Possible complications in general dentistry include but are not limited to:
1. Post op discomfort and swelling
1. Injury to adjacent teeth and fillings
1. Post-op infection requiring additional treatment
1. Stretching of the corners of the mouth resulting in cracking/bruising
1. Restricted mouth opening for several days or weeks
1. Decision to leave a small piece of root in the jaw during extraction
1. Injury to the nerve underlying the teeth during anesthesia (injection) or extraction resulting in numbness or tingling of the chin, lip, gums and/or tongue on the operated side; this may persist for several weeks, months or in remote instances, permanently.
1. Discoloration of the injection site or in rare cases bruising of the cheek close to injection site
1. Exposure of the nerve while preparing a tooth for a crown or filling
1. The need for root canal therapy after restorative work (fillings/crowns) resulting from damage caused by the drill or deep restoration.

I understand that it is important for me to understand the treatment being rendered, pros and cons of that treatment and any possible alternative treatments. I understand that if I do not understand the proposed treatment, it is better to ask any question I wish before treatment is started. My signature below constitutes my agreement and understanding.
Patient’s Signature __________________________________________________________ Date _________________________
I acknowledge that full payment is due at the time of treatment unless other arrangements are made prior to treatment. I agree that parents/guardians are responsible for all fees and services rendered for treatment of a child/minor. I accept full responsibility for all charges. I understand that if I do not give at least 24-hour notice to cancel an appointment, I will be charged for that missed appointment. 
Patient’s Signature __________________________________________________________ Date _________________________ 
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