
Cosmetic Dentistry Associates
One Embarcadero Center | Lobby Level | San Francisco, CA 94111 | (415) 421-4772

Douglas F. Fenton, DDS
Mary Pauline Puno, DDS

Anthony Ferrera, DDS
Jane T. Vu, DDS

Welcome!

Our doctors and staff are delighted that you have chosen us to care for your dental needs.

We are proud to provide gentle, cosmetic oriented dental care to San Francisco. We utilize state-of-the-art 
equipment and sterilization techniques. In addition to general dentistry, we offer treatment in cosmetic and 
reconstructive dentistry. Invisalign orthodontics and Cerec (no temporary, one appointment porcelain 
crowns and inlays) are a part of our high-tech cosmetic services. Our caring staff believes in providing a 
comfortable atmosphere during treatment, so please let us know what we can do to make your office visit 
as pleasant as possible.

Enclosed are patient information forms that you may complete at your convenience. Please bring them with 
you to your appointment and if you have insurance, please bring a copy of your insurance card and/or your 
insurance booklet. We are always happy to help you with your insurance.

Please feel free to contact us at (415) 421-4772 if we can be of further assistance.

We are very happy to have you as a new patient and look forward to meeting you at your scheduled 
appointment.

Sincerely,

Cosmetic Dentistry Associates
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Financial and Insurance Policy 
 

Please take time to read and sign the office financial and insurance policy. 
 

Here in the Cosmetic Dentistry Associates office, we are committed to providing you with the best possible care and 
are pleased to discuss our professional fees with you at any time. Your clear understanding of our Financial and 
Insurance Policy is important to our professional relationship.  
 

� All patients must complete the “Patient Information & Medical Form” before seeing the Doctor. 
� Full payment is due at the time of service unless other financial arrangements are made. 
� For your convenience, we accept CASH, PERSONAL CHECKS, VISA, MASTERCARDS, and AMERICAN 

EXPRESS. A financial payment program is also available through CARECREDIT® or CHASE HEALTH 
ADVANCE™. 

 
At our office, we value our patients as well as their time. We would like to ensure that you receive the best quality 
dental care around. This is why it is very important that as a patient you value our time and efforts in giving you that 
one on one dental care that you deserve. 
 

� Forty-Eight hour business day notice is required when rescheduling or cancelling an appointment. This 
enables us to offer another patient that time slot with enough notice. If you fail to give us notice we have the 
right to place a $75 fee on your account. 

 
MONTHLY STATEMENTS 
 
A monthly statement with current charges and payments, including insurance billings will be sent to you. Pending 
estimated insurance benefits will appear on your statement until we receive payment from your insurance company. 
Billing fees of 1.5% per month are added all unpaid balances after 30 days from the date of service. 
 
INSURANCE ASSIGNMENT 
 
As a convenience to you, we will be happy to submit your insurance claims. The insurance company, not our office 
determines the dental benefits that you will receive. The estimated insurance coverage is not a guarantee of payment 
and is between you and the insurance company. All charges incurred are your responsibility. Please keep your 
insurance information current by notifying us in writing of any changes in employment, insurance coverage, and etc. 
 
I have read, understand and agree to the above. I hereby authorize “Cosmetic Dentistry Associates,” to submit and 
sign insurance claims on my behalf. I hereby authorize the release of any information, pertinent to my case, to my 
insurance company or their agents. I understand that this authorization is a direct assignment of my rights and 
benefits under my policy and that payment will be made directly to “Cosmetic Dentistry Associates.” 
 
 
 
 
______________________________________________________ ___________________ 
Patient’s Signature       Date 
 
 
 
______________________________________________________    
Printed Name 
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Oral Screening Consent Form 

 
Our practice continually looks for advances to ensure that we are providing the optimum level of oral health care to 
our patients.  We are concerned about oral cancer and look for it in every patient. 
 
One American dies every hour from oral cancer.  Late detection of oral cancer is the primary cause that both the 
incidence and mortality rates of oral cancer continue to increase.  As with most cancers, age is the primary risk factor 
for oral cancer.  Tobacco and alcohol use are other major predisposing risk factors but more than 25% of oral 
cancer victims have no such lifestyle risk factors.   
 
We have recently incorporated Velscope® into our oral screening standard of care.  We find that using Velscope® 
along with a standard oral cancer examination improves the ability to identify suspicious areas at their earliest stages.  
Velscope® is similar to proven early detection procedures for other cancers such as mammography, Pap smear, and 
PSA.  Velscope® is a simple and painless examination that gives the best chance to find any oral abnormalities at 
the earliest possible stage.  Early detection of pre-cancerous tissue can minimize or eliminate the potentially 
disfiguring effects of oral cancer and probably save your life.  The Velscope® exam will be offered to you annually. 
 
This enhanced examination is recognized by the American Dental Association code revision committee as CDT-5 
procedure code D0431; however, this exam might not be covered by your insurance.  The fee for this enhanced 
examination is $40. 
 
 
Yes.  I authorize the clinician to perform the oral cancer screening.  I accept financial responsibility for this enhanced 
examination if my insurance company does not currently cover this procedure. 
 
Print Name:            
 
Signature:        Date:    
 
 
No.  I would prefer not to have an oral cancer screening at this time. 
 
Print Name:            
 
Signature:        Date:    
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