








  
   

  

 
     

 
     

 

 



















































 

 












































 






















     




























 

  

  

  

  

  

  

   







  

  


  


    







      

        

        

        

        

        



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 






Dental Care Center of South Kansas City                                                               

325 E. 135th Street Kansas City, MO 64145  (816) 941-7788 

 

Patient Consent to leave Detailed Message/Information 

Dental Care Center has adopted a policy that requires our staff to obtain authorization to leave a message for the 
patient. This policy is to protect you, as the patient you, as the patient, along with our office staff from violating your 
confidentially. By signing this consent, you hereby authorize the staff to call and leave their name, doctor's name, 
and additional information on voicemail. 

 

Patient Signature_____________________________________  Date_________________________ 

 

Health Insurance Portability & Accounting Act of 1996 (HIPAA) 

I understand that under the Health Insurance Portability & Accounting Act of 1996, I have certain rights to privacy 
regarding my protected health information. I understand that this information will be used, but not mandatory for me 
to sign in order to: 

 1. Conduct, plan and direct my treatment and follow-up among the multiple health care providers who  
   may be involved in that treatment directly or indirectly. 

 2. Obtain payment from third party payers. 

 3. Conduct normal health care operations such as quality assessments and physicians certifications. 

I have been informed by this office of the Notice of Privacy Practices containing a more complete description of the 
uses and disclosures of my health information. I have been given a copy of this office's Privacy Practices prior to 
signing this consent. I understand that this organization has the right to change it Privacy Practices from time to time 
and that I may contact this organization at any time at the above address to obtain a current copy. 

I understand that I may request in writing that this organization restrict how my private information is used or 
disclosed to carry out treatment, payment or healthcare operations. I also understand that this organization is not 
required to agree to my request, but if this organization does agree, then this organization is bound to abide by such 
restrictions. 

 

Patient Signature___________________________________  Date_________________________ 

 

Financial Policy & Missed Appointment Policy 

 

We strive to make your relationship with our office a pleasant one. We believe that service to you is at its best when 

there is complete understanding and mutual cooperation. 

 Co-Insurance is due at the time of service. 

 We have several payment options. We accept cash, check, Visa, MasterCard, Discover, American  Express, 
 and Care Credit. 

 There is a $35 missed appointment fee that applies when the patient does not cancel with in the   
 previous 48 hours.  (We do understand emergencies occur and will waive accordingly)  

 

Patient Signature____________________________________  Date_________________________ 



Dental Care Center of South Kansas City                                                               

325 E. 135th Street Kansas City, MO 64145  (816) 941-7788 

 

LIMITED DENTAL WARRANTY 

Our practice is proud of the dentistry that we provide for you and your family. Our goal is to not just correct any 
dental problems you may have, but to show you how to prevent dental disease in the future to save you time and 
unnecessary expenses. The long term success of the dental treatment we provide for you depends upon your 
continuing home care of your teeth and gums, regular professional exams, cleanings and fluoride treatments. The 
products recommended by us for you and the frequency of those professional recare visits depends on your 
individual condition, and is professionally diagnosed. Those visits may be every 2, 3, 4 or even 6 months apart 
depending on your oral health. With that in mind we offer the following limited dental warranties: 

DENTAL SEALANTS 

Sealants are plastic coatings placed on the chewing surfaces of the teeth to prevent decay in the pits and grooves of 
the teeth. These are the most common areas to get cavities. Floss and the use of fluoride will help prevent decay 
between teeth. We will repair or replace sealants for a period of 1 year after placement. If decay is present on the 
chewing surface, the replacement filling will be done at no charge.  You must keep the prescribed regular recall 

appointments or this warranty is null and void (minimum every 6 months).  

COMPOSITE (tooth colored) FILLINGS 

If a composite restoration is the recommend treatment of choice, we will replace it in the event of failure for a period 
of 1 year. If the tooth breaks and requires a crown, we will credit the cost of the filling towards the crown or onlay. 
You must keep the prescribed regular recall appointments or this warranty is null and void (minimum every 

6 months).   

ROOT CANALS 

Root canal treatment is about 96% successful. They do occasionally fail. If you lose your tooth within 1 year due to 
failure of the root canal, we will refund the root canal fee, or apply a credit towards a replacement tooth.  You must 

keep the prescribed regular recall appointments or this warranty is null and void (minimum every 6 months).   

CROWNS, BRIDGES AND PORCELAIN VENEERS 

We will warranty these most comprehensive procedures for a full 3 years. We will replace or repair them at no 
charge during this 3 year period if they break or decay with normal use. This does not include accidents that could 
also break normal healthy teeth. You must keep the prescribed regular recall appointments or this warranty is 

null and void (minimum every 6 months).   

NOTE: As you can see, we are confident of the durability of our treatment as prescribed for you. The primary key 
to your long term success is spending a few minutes a day on your home care: brushing, flossing, using fluoride and 
prescribed products. The second key to success is regular professional examinations, cleanings, X-ray films and 
fluoride treatments (2, 3, 4 & 6 month intervals as diagnosed by our dentists and your condition). This warranty does 
not cover accidents that cause damage to the teeth or dental prosthesis. FAILURE TO HAVE THESE REGULAR 

CLEANING & X-RAY VISITS WITH OUR OFFICE AS DIAGNOSED VOIDS ALL WARRANTIES. Help 
us to help you maintain your teeth for a lifetime. 

 

 

Patient Name:____________________________________  Date:________________________ 

 

__________________________________________   _____________________________                            
Patient Signature         Assistant Signature                                                                                                          

 


