
Patient’s Name:______________________________________________  Date of Birth________________________________ 

CONSENT FOR TREATMENT 
I give consent for myself/my child to receive dental treatment deemed necessary by the providers at  
Ocala Periodontics & Dental Implants. These procedures may include, but are not limited to; 
examinations, scaling and root planing  (deep cleanings), periodontal surgery, periodontal 
maintenance,  restorations, periodontal treatments, extractions, and the use of local anesthetics. I 
understand that the use of local anesthetics carries a small risk for swelling, bruising, allergic reaction, 
changes in pain perception, or prolonged anesthesia. This consent shall be considered in effect until 
rescinded or revoked.  

INITIALS____________ 

CANCELLATION POLICY 
Ocala Periodontics & Dental Implants has a 24 hour cancellation/rescheduling policy. If you miss 
your appointment or cancel/change your appointment with less than 24 hours notice, you may 
be charged a $50 cancellation fee.  
By signing below, you acknowledge that you have read and understand the Cancellation Policy for 
Ocala Periodontics & Dental Implants.  

INITIALS____________ 

PAYMENT POLICY 
Payment for treatment is expected at the time of service. Our office accepts cash, checks, Visa, 
MasterCard, Discover, American Express, Care Credit and Lending Club Patient Solutions. 

INITIALS____________ 

INSURANCE POLICY 
Insurance claims will be filed on your behalf so that you will receive any reimbursement available 
directly from your insurance provider. 
Insurance is an agreement between you and your insurance company. Lack of payment from an 
insurance company does not negate the patient’s responsibility to pay for treatment rendered in good 
faith. Consequently, if a claim is denied by an insurance company, the cost of the treatment remains 
the patient’s responsibility and is therefore non-refundable. 

INITIALS____________ 

_____________________________________________________________      
Printed Name of Patient or Patient’s Representative     
   
_____________________________________________________________    ______________________ 
Signature of Patient or Patient’s Representative      Date

4600 SW 46th Court, Building 200, Suite 360  Ocala, Florida  34474 |  Phone (352) 229-8686 

Please EMAIL to ocalaperio@gmail.com or FAX to (352) 433-4497 

Patient Information                                                           Date of Referral                  /                    /                  

Name: Mr. / Ms. / Mrs. / Dr.                                                                                                       D.O.B.                  /                    /                                                    

Telephone: cell / home / work  (             )                                                   Email:                                                                                        

Patient is scheduled in your office on               /                 /                at _________:_________ am / pm 
Patient will contact your office                                  
Please contact patient to schedule 

Referring Doctor 
Dr.__________________________________________________________  Email:_____________________________________________________________ 

Office Phone:(________)_______________________________ 

Please call me to discuss this case before / after your examination    

Notes 
____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

    Periodontal Treatment Completed in Your Office       

Areas of Concern  

Teeth #’s ____________________________________ 

Arch(es) ________________________________________ 

Periodontal Disease 

Recession Treatment 

Crown Lengthening 

Root Reshaping 

Extraction 

Dental Implants 

Sinus Augmentation 

Ridge Augmentation 

Tooth Exposure           

Frenectomy 

CT Scan 

LANAP/LAPIP 

Other______________________________________ 

Restorative Plans 
1. ______________________________________________ 

2. ______________________________________________ 

3. ______________________________________________ 

4. ______________________________________________ 

Radiographs 
Available: 

FMX  
BWX 
PANO 
PAs 

Date Taken 

______________ 
______________ 
______________ 
______________

Sending by: 
 Email 
 Mail 
 Patient Bringing

 Debridement 
 Scaling & Root Planing 
 Periodontal Maintenance
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