








Quasha Family Dental | Consent for Non-Covered Treatment

QUASHA
FAMILY DENTAL

MAKING YOUR FAMILY SMILE

CONSENT FOR NON-COVERED TREATMENT
Patient Financial Responsibility Acknowledgment

Patient Name: __________________________________________ DOB: __________________

The services listed below are not covered by your dental insurance plan. The fees shown are the fees charged by Quasha
Family Dental. Because these services are not covered benefits, they will not be submitted or billed to your insurance
company. Please initial each service you elect to receive.

CDT / Ref. Treatment Description Fee Patient Initials

D0350 Intraoral photographs - adults $35.00

D0351 Intraoral photographs - children $35.00

D4346 Scaling in presence of gingival inflammation Additional $27.00

D4355 Full-mouth debridement Additional $56.00

D2740 Porcelain/ceramic crown $1,200.00

SFILL SureFill - with filling procedure $105.00

D3310-D3330 Root canal therapy - all teeth $1,200.00

D7984 Gel foam - with extraction procedure $264.00

D2999 Material upgrade fee - with crown procedure $350.00

PROV Provisional crown $264.00

FLUORIDE Adult fluoride treatment $27.00

IRRIGATION Antibacterial irrigation $60.00

ARESTIN Arestin - per site $61.00

TOTAL PATIENT RESPONSIBILITY: $__________________

Patient Acknowledgment: I understand that the service(s) I have initialed above are not covered benefits under my dental insurance plan. I voluntarily elect to
receive the service(s) at Quasha Family Dental's stated fees. I understand that these charges will not be submitted to my insurance and that I am fully
responsible for payment. I have had the opportunity to ask questions and agree to pay the amount shown above.

Patient/Guardian Signature: __________________________________ Date: __________________

Printed Name: ______________________________________________ Relationship: ___________

Office Representative: _______________________________________ Date: __________________


