
Welcome to Idaho Pediatric Dentistry. The entire staff would like to welcome you to our dental ofþce, providing care 
exclusively for children. Our primary goal is to make every visit fun & educational for your child, as we strive to teach 
good oral hygiene that will enable our patients to maintain a beautiful smile for a lifetime!





I give my consent to the doctor(s) of Idaho Pediatric Dentistry to complete a thorough examination on the previously named 
patient, including all needed diagnostic radiographs. To the best of my knowledge, the information that I have provided is accu-
rate and I understand that it will be held in the strictest of conþdence and in accordance to all sate & federal HIPAA regulations. 
Furthermore, I understand that it is my responsibility to inform Idaho Pediatric Dentistry of any future changes to my childõs 
medical history status. As the parent or legal guardian of the previously named patient, I also hereby grant the doctor(s) and 
staff of Idaho Pediatric Dentistry permission to perform future treatment(s) as deemed appropriate. I understand that all neces-
sary treatment and costs will be explained prior to commencement and that I am responsible for payment in full at the time 
services are rendered, unless prior arrangements have been made in writing.____________

Insurance Claim Release & Financial Responsibility Statement. To precipitate the þling of todayõs and all future dental insur-
ance claims, I do hereby authorize the release of conþdential information to and from my childõs dental insurance company. 
I understand that Idaho Pediatric Dentistry þles such claims as a courtesy to its patients. I am also aware that Idaho Pediatric 
Dentistry will provide me with an estimate of insurance coverage, as well as my estimated out-of-pocket expense prior to initi-
ating such treatment and that I am legally responsible for any portions not paid by this policy. I understand that additional out-
of-pocket expenses may be accrued should estimates provided by my insurance company be inaccurate or should procedures 
change during the course of treatment. Furthermore, I am aware of my þnancial responsibility should my insurance policy fail 
to pay, for any reason, within 30-days of receiving such treatment.___________

Authorization for Direct Payment. I hereby authorize payment of insurance beneþts directly to Idaho Pediatric Dentistry or the 
dentist(s) that performs treatment on my child. Furthermore, in the event of payment default for services previously rendered, I 
also agree to pay all reasonable collection and/or legal fees incurred in an attempt to collect on this amount._____________

___________________________________________________  ____________________________________
	    Signature of Parent or Legal Guardian                                           Date 
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