
MEISTER DENTAL GROUP
General Consent for Treatment and local Anesthesia

While serious complications associated with dental procedures are very rare, we would like to
be informative about necessary procedures in dentistry and your consent before beginning
treatment. The following risks and or complications exist with dental treatments.

Complications resulting form the use of dental injections and anesthetics include and are not
limited to:

 Swelling at site of injection.
 Bleeding at site of injection.
 Infection at site of injection.
 Discomfort at site of injection.
 Prolonged numbness and tingling sensation in oral cavity. These sensations are usually

temporary but can be permanent.
 Jaw muscle cramps and spasms.
 Jaw joint discomfort or pain radiating to head, neck, and ear.
 Nausea and vomiting.
 Allergic reaction.
 Rapid or irregular heartbeat.
 Biting of check, lip and tongue after treatment resulting in swelling and discomfort.

Complications from medications or prescription medications given in office can be common, to
decrease your risk of a potentially serious drug reaction. Please provide us with the knowledge
of any past drug allergies or adverse reactions. In addition, we are careful about the
medications we prescribe and will not prescribe and will not prescribe a medication unless
necessary:

 Allergic reaction– Itching, Swelling or difficulty breathing
 Adverse reactions– Nausea, Vomiting, Headache, Drowsiness

Depending on the procedure, minor to moderate sensitivity of the teeth or soreness of the
gums in the are that was treated is completely normal. If you have any questions or concerns
after care, please do not hesitate to contact the office.

I have read and understand this form and give general informed consent of dental treatment.

_____________________________ ______________

Patient’s Signature Date



Meister Dental Group
Assignment of Benefits Agreement

Our office will accept an assignment of benefits from your insurance company with the
following provisions. It is important to understand, though, that the contract regarding your
dental benefits is between you, your employer, and your insurance company. The obligation
you have with our practice is to pay for treatment, regardless of the amount that may or may
not be reimbursed by your insurance company. The following provisions identify our policies
governing insurance claims.

Although we are willing to complete insurance information forms and submit a claim on your
behalf, we do not accept responsibility for the outcome of the transaction. Completing
insurance forms is a courtesy we extend to you to maximize your insurance reimbursement. By
having our office process your insurance forms, it is important that you understand that this
does not eliminate your financial obligation for your treatment.

We require you to sign this form and/or any other necessary assignment documents that may
be required by your insurance company. This instructs your insurance company to make
payment directly to our office. We require you to pay the co-payment, which is the amount not
covered by your insurance company, at the time we provide service to you.

Insurance payments ordinarily are received within 30-60 days form the time of billing. If your
insurance company has not made a payment to our office within 60 days, we will ask you to pay
the balance due at the time. You will be responsible for seeking reimbursement from your
insurance company at the time.

Our office does not Guarantee that your insurance company will pay for treatment you receive
from our practice/ We perform routine insurance billing procedures upon verification of
coverage. However, if your claim is denied, you will be responsible for paying the full amount at
the time.

Our office will not enter a dispute with your insurance company over any claims, although we
will provide necessary documentation your insurance company requests to sort out any
confusion or questions that may raise. We will cooperate fully with the regulations and
requests of your insurance company. It is ultimately your responsibility to resolve any type of
dispute over payments made our not made by your insurance company

I HAVE READ AND UNDERSTAND THE ABOVE TERMS AND CONDITIONS. I AUTHORIZE MY
INSURANCE COMPANY TO PAY MY DENTAL DIRECTLY TO THE DOCTOR.

____________________________________ SIGNATURE OF PATIENT/RESPONSIBLE






