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MICHAEL LEMME, DDS

FAMILY & COSMETIC DENTISTRY





 Statement of Understanding and Consent
Canceled and Missed Appointments
PATIENTS ARE RESPONSIBLE TO BE PRESENT AT ALL SCHEDULED APPOINTMENTS. Missed and canceled appointments waste time and increase the cost of treatment.  If you must change your appointment, please do so as early as possible.

Consent for Treatment 
a) PATIENTS/GUARDIANS CONSENT TO TREATMENT AND AUTHORIZE DR. LEMME and/or such qualified associates as he may designate to perform those procedures as may be deemed necessary or advisable to improve and/or maintain their dental health, or that of the individual for which I have guardianship.

b) I understand that my oral health is my responsibility, and agree not to hold Michael Lemme DDS responsible for negative consequences due to my neglect or failure to follow recommendations.

c) All treatment options entail some risks, and it is a patient’s/guardian’s responsibility to ask questions as necessary to acquire sufficient understanding of planned treatment it is initiated.  This office will exercise the utmost diligence to provide the best care available, and patients/guardians voluntarily assume any and all risks, including the risk of substantial and serious harm. 
Financial Agreement
a) I agree that I am responsible for payment for all goods and services received by myself or my dependents regardless of insurance or other reasons.  I will pay my estimated co-pay in full at time of treatment, and any unpaid balance in full within 30 days of the date of service.  I agree to pay additional statement processing fees and 1.8% interest per month on the unpaid balance, compounded monthly.

b) In the event that my account is not paid as agreed or is delinquent, I agree to pay a collection charge of 40% of my unpaid balance and a credit reporting fee in addition to my balance and any accrued interest charges if turned over for collection action.

c) In the event of failure to faithfully perform the terms and covenants herein set forth, the defaulting party  shall pay all collection agency fees, court costs and reasonable attorney fees resulting from the enforcement of this contract or any rights related thereto.

d) I authorize Michael Lemme, DDS to bill my insurance.  I , the undersigned give permission to release information to third party carriers and do assign all insurance benefits for treatment to be paid directly to the above named provider and request that this assignment remain on file with my insurance carrier.  I certify that a copy of this assignment shall be as valid as the original.

e) I understand that my account is my responsibility and will not hold this office accountable for unmet treatment needs resulting from treatment ineligibility during account delinquency.

I _________________________________________ have read the failed appointment, consent for treatment, and the financial agreements and agree to abide by them.  If a conflict, concern, or dispute may arise, I agree to exhaust all reasonable means of remediation or arbitration before seeking any legal action.  I agree not to hold this office, Dr. Lemme, or any of his staff legally or financially accountable for adverse effects of treatment or administration of drugs, when such treatment or administration was rendered in good faith for the best interest of myself or my dependents.  I understand office policy may be changed without notice.  I agree to keep my personal information updated by informing this office of any changes.  I understand that this office reserves the right to refuse treatment to anyone.
Signature _______________________________________________Date__________
Parent/Guardian Signature_________________________________ Date_________  

