




 
CONSENT TO PROCEED, FINANCIAL RESPONSIBILITY/PRIVACY NOTICE 

ACKNOWLEDGEMENT 
 

 
I authorize Dr. Richard H. Jenson and/or such associates or assistants as s/he may designate to perform those 
procedures as may be deemed necessary or advisable to maintain my dental health or the dental health of any 
minor or other individual for which I have responsibility, including arrangement and/or administration of any 
sedative (including nitrous oxide), analgesic, therapeutic, and/or other pharmaceutical agent(s), including those 
related to restorative, palliative, therapeutic, or surgical treatments. 
 
I understand that the administration of local anesthetic may cause an untoward reaction or side effects, which 
may include, but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness, and temporary or 
rarely, permanent numbness.  I understand that occasionally needles break and may require surgical retrieval. 
 
I understand that as part of the dental treatment, including preventive procedures such as cleanings and basic 
dentistry, including fillings of all types, teeth may remain sensitive or even possibly quite painful both during 
and after completion of treatment.  After lengthy appointments, jaw muscles may also be sore or tender.  Gums 
and surrounding tissues may also be sensitive or painful during and/or after treatment may be required. 
 
I understand that as part of dental treatment items including, but not limited to crowns, small dental instruments, 
drill components, etc. may be aspirated (inhaled into the respiratory system) or swallowed.  This unusual 
situation may require a series of x-rays to be taken by a physician or hospital and may, in rare cases, require 
bronchoscopy or other procedures to ensure safe removal. 
 
I do voluntarily assume any and all possible risks, including the risk of substantial and serious harm, if any, 
which may be associated with general preventive and operative treatment procedures in hopes of obtaining the 
potential desired results, which may or may not be achieved, for my benefit or the benefit of my minor child or 
ward.  I acknowledge that the nature and purpose of the foregoing procedures have been explained to me if 
necessary and I have been given the opportunity to ask questions. 
 
I take full responsibility for payment in full and understand that if my account be turned over for collection, I 
agree to pay all costs to collect the debt, including, but not limited to, interest in the amount of 18% per annum, 
attorney’s fees, court costs, and collections fees in the amount of 40%.  I understand the obligation to pay the 
collection fees shall be imposed at the time of assignment of the debt to a third party debt collection agency. I 
further acknowledge Jenson Dental may bill my dental benefit plan as a courtesy for me, but that does not 
release me of financial liability for payment of services rendered. 

Jenson Dental is required by law to maintain the privacy of patient protected healthcare information, and 
provide patients with the their Notice of Privacy Practices detailing their legal duties and practices with respect 
to protected health information. I understand that if have any objections to the Notice, I may speak with the 
practice HIPAA Compliance Officer in person or by phone at the Jenson Dental main phone number.   If I 
would like a copy of the Notice, I may request one.  

I hereby acknowledge that I have been given access to and/or reviewed the HIPAA Notice of Privacy Practice 
for JENSON DENTAL.  

_________________________________________________________ 
Signature of patient or patient’s representative/parent   Date  

 


