








DERRY DENTAL ASSOCIATES OFFICE POLICIES 
 

If you have Dental Insurance: 
 
The office staff will gladly complete the appropriate insurance forms and as a courtesy, will submit the forms to your 
insurance carrier.  Once submitted, your insurance carrier, not our office, determines what they will cover on any dental 
procedure according to your insurance contract.  Estimated patient co-payments are expected at the time of service unless 
other arrangements have been discussed. 
 
Minors (Under the age of 18) must be accompanied by parent or legal guardian.  In the case that a legal guardian is 
unable to accompany the minor a written signed consent for treatment is mandatory.  We do not give out personal 
information except to the legal guardians or parents of minors or persons authorized by you below. The office must be 
notified 24 hours in advance. 
 
Sharing of Information 
 
I authorize Derry Dental Associates, or any of its employees to discuss my dental condition and any information pertaining to 
my dental care with the people I’ve indicated below.  I understand only the people listed below will be given any information 
regarding my healthcare. Parents of minors are included unless otherwise informed. 
 
Name_________________________________________________ Relationship_______________________________ 
          (i.e. spouse, parent, son, daughter, etc) 
 
Name_________________________________________________ Relationship_______________________________ 
          (i.e. spouse, parent, son, daughter, etc) 
Regarding Patients:________________________________________________________________________________ 
I may revoke this authorization at any time by providing written notice to Derry Dental Associates 
 
Signature of Patient_______________________  Signature of Witness_____________________ 
 
Cancelled and Broken Appointments: 
 
Patients are responsible for all appointments.  However, as a courtesy we may call prior to your appointment as a 
reminder.  We reserve the right to charge for appointments cancelled without a 24 hour advance notice. 
There will be a minimum charge of $50.00 for all broken appointments. 
 
Returned Checks: 
 
There will be a $20.00 charge for all returned checks.  Patients will also be responsible for any additional expenses incurred 
in processing and collecting delinquent receipts. 
 
All balances over 30 days will be subject to a 1½% monthly service charge. 
 
Dental Materials Fact Sheet 
 
I have had the opportunity to review the dental materials fact sheet issued by the FDA in 2002. 
A copy is available upon request. 
Initial: ________ 
 
I have read and understand all the terms mentioned above, and agree to its content. 
I understand that my dental insurance carrier may pay less than the actual bill for services.  I agree to accept 
responsibility for payment of all services rendered on my behalf, or the behalf of my dependents. 
 
Signed:___________________________________Date:____________________________ 
 
INSURANCE AUTHORIZATION-SIGNATURE ON FILE 
I hereby authorized my health care provider to affix my name to all insurance submissions, documents, and/or information requested by my insurance 
company(s) relating to any and all health benefits due to me and my dependants.  I also authorize payment of healthcare benefits otherwise payable to 
me, directly to my doctor as listed above.  I agree to be held responsible for all charges and services not paid by my insurance company, 
 
WE MUST INSIST THAT ALL PARENTS REMAIN IN THE WAITING ROOM WHEN THEIR CHILD HAS A 
SCHEDULED VISIT WITH THE DOCTOR. 
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