




JAMES ARISCO, DDS       Informed Consent for Services 

        Patient Name: _________________________ 

 
Initials _____  DRUGS, MEDICATIONS, AND LOCAL ANESTHESIA 
I understand that antibiotics, analgesics, and other medications can cause allergic reactions: redness, swelling, itching, pain, and/or 
anaphylactic shock.  I understand that some medications may cause drowsiness and lack of coordination which can increase with the 
use of alcohol or other drugs.  I understand that failure to take medications prescribed for me in the manner prescribed may offer 
risks of continued or aggravated infection and pain with the potential resistance to effective treatment.  I understand that antibiotics 
can reduce the effectiveness of oral contraceptives. 
 
Initials _____ CHANGES IN TREATMENT PLAN 
I understand that during treatment it may be necessary to change or add procedures because of conditions found while working on 
the teeth that were not discovered during examination.  I give my permission to Dr. Arisco to make any/all changes and additions as 
necessary.  
 

Initials _____ PERIODONTAL TREATMENT 
I understand that periodontal disease is a serious, progressive infection, causing gum inflammation and deterioration, bone loss, and 
can lead to loss of teeth.  I understand that after treatment there can be tenderness, swelling, pain, sensitivity to temperature, 
and/or bleeding.  Alternative treatment is available, including gum surgery, replacement teeth and extractions.  I understand that 
success depends in part on my efforts to brush, floss, and use prescribed mouthwash daily, follow maintenance schedule, and other 
recommendations.  
 

Initials _____ FILLINGS 
I understand that a more extensive filling than originally diagnosed may be required due to additional decay not seen on an x-ray.  I 
understand that sensitivity to cold or pressure is common after newly placed fillings.  I understand that the most common 
complications are sensitivity to temperature, fracture of the tooth, nerve damage, damage to the teeth, bite changes, and TMJ 
complications.  I understand that all these complications are more likely the longer I wait to seek treatment. 
 
Initials _____ CROWNS AND BRIDGES 
I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth.  I further understand 
that I may be wearing temporary crown(s), which may come off easily and that I must be careful to ensure that they are kept on 
until the permanent crowns are delivered.  I realize the final opportunity to make changes in my new crown or bridge (including 
shape, fit, size and color) will be before cementation.  It is also my responsibility to return for permanent cementation within 30 days 
of the preparation date.  Excessive delay may allow tooth movement or failure in the temporary, which may necessitate remakes.  I 
understand there will be additional charges for remakes due to me delaying permanent cementation.  
____________________________________________________________________________________________________________ 

I understand that dentistry is not an exact science and therefore reputable practitioners cannot guarantee results.  I acknowledge 
that no guarantee or assurance has been made by anyone regarding the dental treatment I have requested and authorized.  I hereby 
authorize Dr. James Arisco and dental team to proceed with the dental procedures/treatments as have been explained to me.  I 
understand this is only an estimate and subject to modification depending on unforeseen or diagnosable circumstances that may 
arise during the course of treatment.  I understand that regardless of any insurance coverage I may have, I am responsible for full 
payment of treatment fees.   

 

Signature of Patient/Responsible Party ________________________________ Date_____________ 

Signature of dental team member ____________________________________ Date_____________ 

 





JAMES A. ARISCO, D.D.S. 
3151 Saba Lane 

Port Neches, TX 77651 
P (409) 722-8404 
F (409) 722-8503 

 
 

Patient Medication List 
 
Patient Name: __________________________________ Date of Birth: _________________ 
 
 

Medication Name    Prescribing Physician 

1. __________________________________________________________________________________ 

2. __________________________________________________________________________________ 

3. __________________________________________________________________________________ 

4. __________________________________________________________________________________ 

5. __________________________________________________________________________________ 

6. __________________________________________________________________________________ 

7. __________________________________________________________________________________ 

8. __________________________________________________________________________________ 

9. __________________________________________________________________________________ 

10.   _________________________________________________________________________________ 

11.   _________________________________________________________________________________ 

 
This is a current list of all medications, including both prescription and over 
the counter medications, I am currently taking. 
 
 
Patient Printed Name:   Patient Signature   Date 



JAMES A. ARISCO, D.D.S 
3151 Saba Lane 

Port Neches, TX  77651 
(409)722-8404 
(409)722-8503 

 
 

OUR FINANCIAL POLICY 
We are committed to providing our patients with the best quality dental care and are pleased to 
discuss our professional fees with you at any time.  Your clear understanding of our financial policy is 
important to our professional relationship.  Following the initial evaluation, Dr. Arisco will develop a 
Proposed Treatment Plan.  This plan will include a detailed report of any necessary treatment 
listed in order of priority as well as the fee to be charged for each service.  The treatment plan is 
subject to modification depending on any unforeseen or diagnosable circumstances that may arise 
during the course of treatment.  
 
PAYMENT PROCECURE 

 
x All deductibles, co-pays, and estimated patient portion of fees are due at the time of service.  

Any past due balances must be paid prior to scheduling any future appointments.  
 

x Payment will be collected from the patient/responsible party prior to seating the patient to 
begin the scheduled procedure.  

 
x Payment methods we accept include cash, money order, VISA, MasterCard, Discover, 

and CareCredit. 
 

x In the event the patient does not have the required payment due for the scheduled procedure, 
the appointment must be rescheduled. 

 
DENTAL INSURANCE 
 
As a courtesy to our patients who have dental insurance, we will file your insurance claim for you.  
However, if we do not receive payment from your insurance company within 45 days of filing, you 
will be required to make payment in full.  Your insurance policy is a contract between you and your 
insurance company.  You are solely responsible for your account.   
 

x Insurance information and changes must be obtained at least 2 days prior to your 
appointment to allow us adequate time to verify your dental insurance benefits. 

 
x It is your responsibility to report any changes to your employer and/or insurance 

company to our office as soon as possible to avoid delay in payment of claims. 
 
FINANCE CHARGES 

 
Finance charges will be applied to all accounts over 45 days past due. 
 
 
 



COLLECTION PROCEDURES 
 

In the event that a collection agency and/or an attorney must be retained in order to settle an 
account, you will be responsible for any and all collection fees. 
 
 
DIVORCE & DEPENDANT CHILDREN 
 
Divorce is a civil action between spouses.  The amount due for a child’s dental treatment is required 
to be paid at the time of service by the parent accompanying the child to their appointment.  This 
office will not bill divorced parents separately for their portion.  This is to be settled between the 
child’s parents.  If there is a remaining balance on the account after the insurance pays, an invoice 
will be mailed to and is payable by the person listed as the responsible party.  

 
 

 
MISSED APPOINTMENTS & CANCELLATION POLICY 

 
In order to provide the best dental care in a timely manner, we ask that you be on time for your 
scheduled appointment and if unable to keep your appointment, we ask that you kindly give our 
office at least a 48 business hour notice.  If you need to cancel your appointment and it is 
after hours, please leave a text message or voicemail on our answering machine.  A 
$50.00 cancellation/no show fee will be charged for all missed appointments or those 
not cancelled in advance.  This fee must be paid prior to scheduling any future appointments.   
We do of course understand that emergency situations/illnesses can occur; therefore extenuating 
circumstances will be taken into consideration. 
 
 
Re-establishment  Following Absence of Care 
 
If for whatever reason a patient is absent (not received dental treatment) from this practice for 3 
years or more, the individual must be re-established as a patient and will be subject to all new 
patient office procedures. This is standard procedure for all medical offices as directed by the federal 
government.   
 
Thank you in advance for your understanding of Our Financial Policy.  If you have questions or 
concerns regarding this policy, we will gladly discuss them with you.  
 
 
 
   

 
 
 
 
 
 
 

Revised July 28, 2020 



JAMES A. ARISCO, D.D.S. 
ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 
**You May Refuse to Sign This Acknowledgement** 

 

 
I, _______________________________________, have received a copy of this office’s Notice of Privacy 
Practices. 
 
 ______________________________________________ 
 {Please Print Name} 
 
 ______________________________________________ 
 {Signature} 
 
 ______________________________________________ 
 {Date}  

 
 

JAMES A. ARISCO, D.D.S. 
FINANCIAL POLICY ACKNOWLEDGEMENT 

 
I have received a copy of the James A. Arisco, D.D.S. Office Financial Policy. 

 
___________________________________________ 
{Please Print Name} 
 
___________________________________________ 
{Signature} 
 
___________________________________________ 
{Date} 

 

___________________________________________________________________________________________ 
FOR OFFICE USE ONLY 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 

o Individual refused to sign 
o Communications barriers prohibited obtaining the acknowledgement 
o An emergency situation prevented us from obtaining acknowledgement 
o Other (Please Specify) 

 



JAMES A. ARISCO, D.D.S. 
ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 
**You May Refuse to Sign This Acknowledgement** 

 

CHOOSE ONE & THEN PRINT, SIGN & DATE BELOW 

 
I, _______________________________________, have read this office’s Notice of Privacy Practices and 
DO NOT authorize release of my information regarding my dental care, appointments, treatment, 
reports/findings, etc. to the person(s) listed below.  This authorization will remain in effect until further 
notice. 

OR 
I, _______________________________________, have read this office’s Notice of Privacy Practices and 
DO authorize release of my information regarding my dental care, appointments, treatment, 
reports/findings, etc. to the person(s) listed below.  This authorization will remain in effect until further 
notice. 

 
__________________________  __________________________  ___________________ 
Name     Relation to Patient   Phone Number 

 
__________________________  __________________________  ___________________ 
Name     Relation to Patient   Phone Number 
 

__________________________  __________________________  ___________________ 
PATIENT’S PRINTED NAME  PATIENT’S SIGNATURE   DATE 

 

FOR OFFICE USE ONLY 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 

o Individual refused to sign 
o Communications barriers prohibited obtaining the acknowledgement 
o An emergency situation prevented us from obtaining acknowledgement 
o Other (Please Specify) 

 


