






INSURANCE: As a courtesy to you, we participate in many insurance plans, but our professional services are 
rendered and charged to you, not your insurance company. Your insurance policy is a contract between you/your 
en1ployer/your insurance company, not our office. However, if insurance information is provided prior to your 
treatment and verification is obtained, we will accept assignn1ent for the insurance portion of the benefits. Our office 
will not enter into a dispute with your insurance company over any claims, deductibles, co-payments, covered 
charges, "usual and customary" charges, etc., other than to supply factual information. All fees charged via attempts 
to collect any patient portion will be the financial responsibility of the patient or guardian. It is your responsibility 
to file any medical claims, work111an's comp, secondary insurance, COBRA, or government/military insurance. 
Before services are performed, we collect pay1nent of any deductible, co-pay1nent, or other estimated amount not 
covered by your insurance company. Any portion(s) of our services not covered by your insurance is your 
direct responsibility and payrnent for service is expected in full before services are rendered. Any payn1ent 
options must be arranged and in ,vriting prior to any treatn1ent or service. Pay1ncnt arrangements are 
available through Care Credit, upon credit approval. By signing belo,v, I agree to be responsible for all 
charges for services and materials not paid by my dental benefit plan. I hereby authorize payment of the 
dental benefits other,vise payable to me directly to the nan1ed dental entity. Again, if insurance does not pay 
the contracted fee the patient ,vill be responsible for the full payment amount. 

RETURNED CHECK FEE: There will be a $25 charge for all returned checks. 

REFUND Policy: If patient is owed a refund, please allow 2 to 3 weeks for a refund to be processed and issued.

GENERAL INFORMATION: Although the endodontic therapy perfonned will be perfonned in a 111anner which 
will 1ninin1ize and avoid risks and has a high degree of clinical success, it is still a biological procedure and cannot 
be guaranteed. Various factors that cannot be controlled contribute to the success of the therapy, which include, but 
are not lin1ited to your general health, your healing capacity or resistance to infection, adequate gum attaclunent and 
bone support, the anatomy, condition and location of the roots, habitual clenching and grinding, the force with 
which you bite and a fracture of the treated tooth. If we detect a fracture in a tooth and still recommend treatrnent, be 
aware that despite treatment some cracks n1ay continue to progress, ultirnately resulting in loss of the tooth. 
However, treating the cracked tooth is still ilnportant because it will relieve pain and reduce the likelihood that the 
crack will worsen. 

Rarely, a tooth that has had endodontic therapy 1nay not relieve your pain and sympto1ns totally, and n1ay require 
retreatment, surgery, even extraction, or treatment of another tooth. There will be a full charge for all completed 
cases, regardless of success or failure. If a treat1nent cannot be con1pleted due to a co1nplication, there will be a 
charge for all procedures perfonned up to that point. 

It is your responsibility to seek attention should any undue circumstances occur postoperatively and diligently 
follow any preoperative and postoperative instructions given to you. UPON COMPLETION OF THE 
ENDODONTIC PROCEDURE, YOU MUST IMMEDIATELY (in no case longer than 30 days) RETURN 
TO YOUR GENERAL DENTIST FOR PERMANENT RESTORATION OF THE TOOTH, (the cost of 
,vhich is not included in our fee). Failure to do so could contaminate the root canal and cause the need for 
retreatment or extraction. Dr. Temple's office ,vill not be responsible if postoperative instructions are not 
closely followed. 

EXTRACTION REFUND POLICY: If an endodontically treated tooth (which was considered to have a good 
long-tern1 prognosis at the tiLne of completion of treatn1ent) is found to have developed a fracture after the root canal 
and requires the tooth to be extracted, the patient rnay be entitled to a 50% refund of their payn1ent within 30 days of 
the initial treatment. Refunds will require a re-evaluation by our practice during the 30-day period following initial 
tr·eatn1ent and an approval of extraction by Dr. Ten1ple. After 31 days following the initial treatment, the patient 
,nay be entitled to a 25% refund of their payment for treatn1ent. If after 90 days the tooth rnust be extracted, a 
refund will not be issued, as treatment had been completed in good faith, and the patient had fully infonned consent 
at the time of the initial treatment. This refund does not entitle the patient to a refund of any approved and issued 
insurance payment(s) toward the treatment -only what the patient paid at the time of treatn1ent. A receipt of 
extraction is required in order to approve any refund. The extraction refund will be qualified based on time of 

service. _____ Patient (or Legal Guardian) Initials 











CBCT (Cone Beamed Computed Tomography) SCAN 

What is a CBCT scan? 

In less than a minute, about 150-200 images are captured from a variety of angles. This data is 

used to reconstruct a 3D image of your teeth, mouth, and jaw. A CBCT scan uses less radiation 

and now is a standard of care in the practice of endodontics. This results in a much more 

detailed and effective view of your dental health; for example, the CBCT scan will show any 

extra canals on the tooth, fracture, infections, or resorption, that are not seen on the 1-

dimensional picture of a radiograph. The CBCT scan will also show any additional teeth that 

may need work done, and the scan will be good for 1 year. A copy of the CBCT scan will also be 

provided to you for your own personal records.  

 

I, ____________________________________________________________ agree to have the  

    (Printed Name) 

CBCT scan. I understand that my insurance does not cover this procedure; the cost is $375 and 

non-refundable. 

 

_________________________________________________________//___________________ 

    (Signature)        (Date) 

Declining the scan 

 

I, _______________________________________________________________ am  

       (Printed Name) 

 

relinquishing any responsibilities for a misdiagnosis that includes, but is not limited to extra  

canals on the tooth, fracture, infections that are not seen on the 1-dimensional picture of a 

radiograph, resorption, etc., that end with the tooth being extracted as well. By signing this  

document, you understand that Dr. Timothy Temple is not responsible for any misdiagnosis  

or extraction of the tooth.  

 

 

______________________________________________________//______________________ 

   (Signature)         (Date) 


