


ASSIGNMENT AND RELEASE 

I, the undersigned, have insurance with -----------------------:------------------­
Name of Insurance Company(ies) 

and assign directly to Dr. _________________________ all benefits, if any, otherwise payable to me for services 
rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all 

information necessary to secure the payment of benefits. I authorize the use of this signature on all my insurance submissions whether manual or 

electronic. 

Date Signature 

MINOR/CHILD CONSENT 

I, being the parent or guardian of ---------------------------------­
Name of Minor/Child 

do hereby request 

and authorize the dental staff to perform necessary dental services for my child, Including but not limited to X-rays, and administration of anesthetics 

which are deemed advisable by the doctor, whether or not I am present at the actual appointment when the treatment is rendered. 

Date Signature of Insured/Guardian 

FINANCIAL AGREEMENT 

I acknowledge that payment is due at the time of treatment, unless other arrangements are made. I agree that parents/guardians are responsible for 
all fees and services rendered for treatment of a minor/child. I accept full financial responsibility for all charges not covered by insurance. 

Date Signature of Insured/Guardian 

MEDICAL HISTORY UPDATE 

Has there been any change in your health since your last dental appointment? D Yes D No 

For what conditions?---------------------------------------------

Are you taking any new medications? ____ _ If so, what------------------------------

Date Patient Signature 

Date Denllst Signature 

MEDICAL HISTORY UPDATE 

Has there been any change in your health since your last dental appointment? D Yes D No 

For what conditions?---------------------------------------------

Are you taking any new medications? _____ _ If so, what------------------------------

Date Patient Signature 

Date Dentist Signature 
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Joanna Kurman, DDS
112 Main Road • Montville. NJ 07045 • (973) 335-9432 • Fax: (973) 335-3504 

FINANCIAL POLICY 

Welcome to our practice and thank you for choosing our office for your dental health care 

we are committed to providing the highest quality of dental care possible and your 

satisfaction and comfort are our utmost priority this power this policy as well as other health 

insurance forms that we have provided must be read agreed to and signed prior to 

rendering of dental treatment. 

For your convenience we accept cash, personal checks, and major credit cards. We also 

offer interest rate financing through CareCredit. For those without dental insurance, 

payment is expected in full on day of services that are completed. If your treatment is not 

completed on the day of your appointment then we will ask for a 50% deposit on the day 

treatment is started and the remaining balance when treatment is completed. If you have 

dental insurance we will as a courtesy complete the insurance forms and submit claims for 

payment. However, if you have a copayment for services rendered, your portion is 

expected at the time of treatment. 

We will be more than glad to work with your insurance company and handle all the 

processing of claims. Please be aware that ultimately you are responsible in full for all 

treatment rendered. 

Thank you for reading and understanding our office financial policy. Should you have any 

questions or concerns, please feel free to ask them at any time. We wish to be of 

assistance in any way we can. 

Sincerely,

Joanna Kurman, DDS 

Signature of PatienUGuardian Date 



Joanna Kurman, DDS
112 Main Road• Montville. NJ 07045 • (973) 335-9432 • Fax: (973) 335-3504 

ACKNOWLEDGEMENT OF RECIEPT OF PRIVACY PRACTICES 

(HIPPA) 

I, ____________________ _ 

have received a copy of this office's Notices of Private Practices. A copy of this signed and dated 

acknowledgement shall be as effective as the original. My signature will also serve as a 

Protected Health Information (PHI} document release should I request documents be sent to 

other attending doctor/treatment facilities in the future. 

Signature of Patient/Guardian Date 




