
 

 

 

 

 

NON- COVERED SERVICES CONSENT FORM 

HITECH ACT OF 2009 

I unders tand tha t  not  a ll denta l s ervices  are covered by m y ins urance plan 
and are not  included as  part  of another s ervice. Thes e s ervices  include but  
a re not  lim ited to advanced denta l m ateria l fees , upgrades , lab cos t , 
im plants , bone graft , m em brane, com pos ite res in  fillings , fluoride, 
inhala t ion of n it rous  oxide, profes s ional teeth  whitening, occlus a l guards , 
radiographs  not  covered due to frequency as  s om e exam ples . 

● I choos e to receive thes e s pecific s ervices  not  covered by ins urance. 
● I agree to pay for thes e s pecific s ervices . 
● All a lterna t ive procedures  were expla ined to m e in  deta il. 

I knowingly unders tand tha t  the lis ted denta l procedures  m ay not  be 
covered (pa id) by m y ins urance plan becaus e the procedures  m ay not  be 
cons idered m edica lly or denta lly neces s ary. 

Lees burg Fam ily and Cos m etic Dent is try has  expla ined a ll ris k, a lterna t ives , 
and benefits  to m e, and I unders tand: 

● Why the procedures  are needed. 
● How m uch procedures  will cos t . 
● What m ethods  I can us e to pay for the procedures  not  covered by m y 

plan. 
● When I m us t  pay the cos t . 

 

________________________________________________  __________________________ 

Signature        Date 

________________________________________________ 

Printed Name 


