3539 Thomas Street
Fairbanks, Alaska 99709
907-452-7041
ppendergrast@gci.net

Dental Insurance Information:
Do you have dental insurance: _________yes

__________no

PRIMARY DENTAL INSURANCE:
Policy holder name (if different than patient):______________________________________________
Policy holder date of birth:_____________________________________________________________
Member iD or subscriber iD:____________________________________________________________
Policy holder employment:_____________________________________________________________
Dental Insurance Company:_____________________________________________________________
Group or plan number of policy:_________________________________________________________

If you have another dental insurance company besides the one listed above, please complete the following:
SECONDARY DENTAL INSURANCE:
Policy holder name (if different than patient):______________________________________________
Policy holder date of birth:_____________________________________________________________
Member iD or subscriber iD:____________________________________________________________
Policy holder employment:_____________________________________________________________
Dental Insurance Company:_____________________________________________________________
Group or plan number of policy:_________________________________________________________

3539 Thomas Street
Fairbanks, Alaska 99709
907-452-7041
ppendergrast@gci.net
My signature below confirms that I understand that no dental treatment is completely risk free and that my dentist will
take reasonable steps to limit any complications of my treatment to provide competent dentistry with comfort and care.
I understand that some after-treatment effects and complications tend to occur with regularity.
For routine fillings, dental cleanings, prescription of medications, I understand this includes but is not limited to:
temporary soreness, temperature sensitivity, unusual reaction/allergy to medications given or prescribed. Also,
medications have common side effects that are listed by the manufacturer. Further, if I am taking other medications,
my dental medications could have an adverse interaction and I need to fully disclose all of my medications to the dentist
and pharmacist. This includes herbal supplements.
For the administration of local anesthetic, I understand that for many treatments and procedures I will be given a local
anesthetic injection and that in certain percentage of cases patients have had an allergic reaction to the anesthetic, or
temporary or permanent injury to nerves and/or blood vessels from the injection. For oral surgery, I understand that
there is always a risk of a post-operative infection, nerve damage, and iatrogenic injury. In rare cases, the complications
from surgery can be permanent, disabling or even cause death. I understand that the injection area(s) may be
uncomfortable following treatment and that my jaw may be stiff and sore from holding my mouth open during
treatment.
I understand that all treatments and procedures have a risk of separation or breakage of dental instruments which may
become lodges in a gum or other soft tissues or aspirated. Should I experience any of these or other conditions during
or following a treatment, I will contact my dentist as soon as possible.
I understand that the practice of dentistry is not an exact science and my dentist offers no guarantees or assurance as to
the outcome or result of treatment or surgery.
I have the right to ask my dentist for more information if I have any concerns about my procedures and the possible side
effects or complications, and I promise to use that t right to its fullest extent if for any reason I feel I am not fully
informed about my procedures, the risks of the procedures, and my alternatives to the procedures.

___________________________________________
Printed name patient/guardian

____________________________________________
Signature of patient/guardian

_______________________
Date

3539 Thomas Street
Fairbanks, Alaska 99709
907-452-7041
ppendergrast@gci.net

FINANCIAL AGREEMENT

We thank you for choosing our office to provide your dental care. Our philosophy in serving our patients is to be informative, honest and
forthright. This financial agreement is indicative of our respect for your right to know ahead of time what our office financial policies are. If
you have any questions or concerns about our policies please do not hesitate to ask our financial coordinator.

Dental Benefits:
Your dental insurance is a benefit your employer has contracted with the insurance companies. As a courtesy we will file your
claims and accept assignment of dental benefits provided you agree to the following:
*You provide the office with your insurance card with all the necessary information needed to verify your benefits and coverage
under that policy.
*You understand that your insurance policy is a contract solely between your employer and the insurance company and we are
not held accountable nor responsible for what your policy covers or does not cover.
*You understand that our office is an out of network provider/non PPO and the difference, if any, in coverage will be made known
to you to the best of our knowledge.
*Our office will make known to you to the best of our knowledge, your benefit plan, benefit limitations and estimated out of pocket
expenses; please note this is not a guarantee for what the insurance will actually pay-out and if any questions regarding your
plan it is your responsibility to contact your insurance company for those answers.
*At the time of service, you are responsible for any difference from provider fee and the insurance “usual and customary” as
well as the known deductible and estimated co-pay.
*You understand that at the time of service we estimate to the best of our knowledge your co-pay, but make it known that there
may be an addition balance after the insurance has made their pay out for that service and this balance will be your responsibility.
*You understand that not all services we provide may not be a covered benefit and you also understand that this may not be
known until after the claim has been processed.

*You understand that any and all fees that are not covered by your policy are fully your responsibility regardless of the reason
for non-payment.

Payment Policy:
***AT THE TIME OF SERVICE ALL ESTIMATED CO-PAYS, KNOWN DEDUCTIBLES AND ANY BALANCE ON ACCOUNT
ARE DUE IN FULL***
*We accept all major credit cards, debit cards, personal checks, bank checks, money orders and cash.
*After your dental insurance has made payment on your service, if there is any remaining balance due, you will be sent a
statement and full payment will be expected no more than 30 days past date sent. You can send in your payment or call your
payment into the office.

Patients Without Insurance Coverage:
*Payment in full will be expected at the time of service.

Minor Patients:
*The parent or guardian accompanying the minor will be responsible for signing this financial agreement.
*The parent or guardian accompanying the minor is responsible for full payment at the time of service.
*In the case of divorced or separated parents, the office is not to be the advocate of designating the responsible party or
collecting from the other parent. The office protocol is to be a non-involved party in the case of divorce and separated
households and will proceed with any necessary treatment that is in the best interest of the minor. Financial responsibility will
be with the parent or guardian accompanying the minor at the time of service.

Returned checks:
*There is a $25 return check fee that will be applied to your account.

Overdue Balances:
*Finance charges may be applied to all balances not paid within 30 days of the monthly billing date.
*Any account with a balance 90 days past due may be subject to being sent to collections. At that time, you will be responsible
for any and all fees incurred in the collections process which includes, but is not limited to, an interest rate of 10.5% that will be
applied to the unpaid balance, any necessary attorney fees, court fees and any other fees associated with the collection of your
debt.
We understand temporary financial problems may affect timely payments. In these situations, we encourage you to
communicate with the financial coordinator immediately to discuss the possible options in assistance in the management of your
account.

Broken and Missed Appointments:
Broken, missed and late cancelled appointments prevent others from receiving the dental care they deserve. We take them seriously and
ask you do the same. Our providers are here to best serve you and their time is valued and should be respected. Please be respectful and
inform our office with plenty advance notice if an appointment needs to be changed.

*Office policy is we ask you to notify the office as soon as you can if any changes or cancellations need to happen with your
appointments. Necessary required time limitations to make these changes is within at least a 24 hour notice to avoid any
potential cancellation/no show fees.
*Any appointments not cancelled within this 24 hour time frame will be considered as a broken appointment and will be subject
to a $75 fee that will be applied to your account.
*Appointments missed without any notification may be subject to at least a $75 fee up to the hourly fee for the amount of time
of the appointment for that scheduled provider. This fee will be applied to your account.
*If there is an on-going history of broken or missed appointments then we reserve the right to dismiss you from the practice.

I hereby authorize my dental treatment and agree to this financial agreement outlined herein. I have read and fully understand
the entirety of this financial agreement and will abide by the office protocol of Drs. Phyllis Pendergrast DMD PC and Hannah
Summerfelt DMD. I understand that all and any fees and/or balances that may accrue with my dental care within this office are
my full responsibility. I assume full financial responsibility for all services within this office here on forward.

___________________________________________
Printed name patient/guardian

____________________________________________
Signature of patient/guardian

_______________________
Date

3539 Thomas Street
Fairbanks, Alaska 99709
907-452-7041
ppendergrast@gci.net

HIPAA Release and Consent Form

I understand and acknowledge that any person’s over the age of 18 is solely responsible for their dental
records and account. I also understand no individual(s) will be given access to my dental records,
account information, or appointment status without my specific written permission. Dr. Phyllis
Pendergrast D.M.D, PC office will not speak with any individual(s)regarding account information, or
permit other individual(s) to schedule appointments, or release any dental information to them without
my written consent in accordance with this document.

I,______________________________________________, WISH TO grant the following individual(s)
access to my dental record, information and appointments; which may include, but not limited to
financial, treatment plan and/or appointment scheduling. Please print name of individual(s) and
indicate relationship to you that you wish to grant said authorization.
Name ____________________________________________________Relation:___________________________
Name ____________________________________________________Relation:___________________________
Name ____________________________________________________Relation:___________________________
Name ____________________________________________________Relation:___________________________
Name ____________________________________________________Relation:___________________________

Patient Signature __________________________________________________________
Patient Printed Name _______________________________________________________
Date_______________________

Phyllis Pendergrast D.M.D, PC
October 22, 2015

