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Permission Letter  

 
Patient Name(s): ______________________________________________ 
 
  
If someone other than the parent or legal guardian may bring your child (ren), please list their name(s) 
below.  They must be 18 years of age and have a photo i.d.   We are not able to see your child in the 
absence of a parent/guardian unless the following is filled out.  This letter gives permission to Children’s 
Dental Center to complete an exam, cleaning, fluoride, x-rays and dental treatment with the named party.  
Any fees due will need to be brought to the appointment with the person bringing your child.  We expect 
them to remain in our office with your child. Please do not drop your child off or schedule other errands 
during their appointments.  
 
 
                      Name of person bringing patient        Relationship to patient 

 
 

_____________________________________            _____________________________________ 
 

_____________________________________            _____________________________________ 
 

_____________________________________            _____________________________________ 
 

_____________________________________            _____________________________________ 
 

_____________________________________            _____________________________________ 
 

_____________________________________            _____________________________________ 
 

 
 
 
Parent/Guardian Signature      Date 
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FINANCIAL AGREEMENT 

 
I understand that I am responsible for any co-pays, deductibles or percentages that my 
insurance policy does not cover at the time of the visit. The parent who brings the child is 
the responsible party and will pay at checkout. We do not do second party billing.  
 
I also understand that if I have a dental insurance plan Children’s Dental Center will 
submit my dental claim to my carrier as a courtesy.  

 
I am aware that most dental insurance plans DO NOT COVER 100%. 

Plans vary from company to company. 
 
We will give you an estimated treatment plan prior to the appointment. We do not know all 
of the limitations and downgrades that each plan may have. However, parents must 
understand: We are only estimating insurance benefits; you are responsible for payment of 
any amounts the insurance does not cover, for whatever the reason.  
 

For your convenience, we do accept Cash, Check, Visa, Master Card, 
Discover and Care Credit. 

 
Should it become necessary for Children’s Dental Center to seek assistance in the 
collection of my outstanding bill, I will be held responsible for any collection agency fees, 
court cost and/or attorney fees that may be incurred as a result. The collection fee of 33.3% 
will be added to your bill before it is sent to collections. 
 
Patient name:   
 
 
Signature:   Date:   
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CANCELLATION POLICY 
 

 
 

Patient's name (s): _____________________________ 
 
 
We appreciate that you and your family come to our office. We work hard to provide your child with the best 
dental treatment available. 
 
To ensure that each child receives the appropriate treatment, it is important that our office have current telephone 
numbers and addresses at all times. It is necessary that we confirm all appointments with a patient who brings his 
father. Our office calls 1 to 2 days before to confirm. In case we can not contact you due to invalid telephone 
numbers, we reserve the right to cancel your appointment. 
 
Emails are sent as reminders only and may not reflect the correct time of your appointment. All appointments 
must be confirmed by calling the office to receive your exact time. 
 
Please notify our office 24 hours in advance of the cancellation of all dental treatment appointments and 
cleanings. 
We require a 3 day cancellation notice for all sedation appointments and all hospital cases must be confirmed 7 
days in advance. You can leave a message at (901) 861-9668) 24 hours. one day. 
 
If you miss an appointment without notifying our office, we reserve the right to charge a lost appointment fee of 
$ 50.00 or dismiss the family. All fees must be paid to reschedule another appointment. 
 
Please limit the family members who accompany your child to you and another person, if possible. Thanks for 
your cooperation. 
 
 
 
Parent/Guardian Signature      Date 


