




Joseph H. Noble, DDS, PA 

Consent For Treatment and Financial Responsibilities 

The undersigned hereby authorizes Joseph H. Noble DDS. PA to take x-rays, study models, photographs, 
or any other diagnostic aids deemed appropriate by Dr. Noble to make a thorough diagnosis of the 
patient’s dental needs.  I also authorize Dr. Noble to any and all forms of treatment, prescribe medication, 
and any therapy that may be indicated.  I understand that my dental insurance is a contract between me 
and the insurance carrier, and not between the insurance carrier and Joseph H. Noble DDS, PA, and that I 
am still fully responsible for all dental fees.  These fees are due and payable at the time services are 
rendered unless prior financial arrangements have been made.  I also assign all insurance benefits to Dr. 
Noble.  Any and all payments received by Dr. Noble from my insurance coverage will be credited to my 
account.  I further understand that a finance charge will be added to any overdue balance. 

Dental Office Responsibilities: 

1.) Complete your insurance claim forms and submit them to your carrier within 24 hours of 
treatment. 

2.) Accept direct payment from your insurance carrier and keep track of claims paid and balances 
still owed. 

3.) If necessary, refile your insurance a second time within a 60 day period at your request.  

Patient Responsibilities: 

1.) To pay fees or copays not covered by your plan at the time of treatment. 
2.) To provide our office with the necessary information regarding your insurance to allow claims to 

be filed correctly, including a current copy of your dental insurance card. 
3.) To pay any account balance not paid by your insurance company after 2 billing attempts. 
4.) If you fail to pay your account as agreed and are referred to a collection agency, you shall be 

responsible for any reasonable attorney fees, costs of collection, and court costs incurred in 
efforts to enforce this agreement.  

Thank you for choosing our office.  We will do all we can to help you obtain the benefits appropriate for 
your particular insurance plan.  If you need to set up a payment plan to assist with the costs not covered 
by your insurance, please feel free to discuss those options with the front office.  Please sign below,  
authorizing us to submit claims on your behalf to your carrier and that you will comply with the above.   

I hereby authorize payment directly to Joseph H. Noble, DDS, PA of the insurance benefits otherwise 
payable to me.  I understand that I am ultimately responsible for all costs of dental care and treatment.  I 
grant the right to the dentist to release my dental histories and other information about my dental 
treatment to third party payers. 

 

 

Signature         Date 



 
Acknowledgement of Receipt 

 
Of 

 
Notice of Privacy Practices 

 
 
 
I, __________________________________ have received a copy  
   (Name of Patient) 
 
of Joseph H. Noble D.D.S., P.A. Notice of Privacy practices. 
 
 
________________________________________ 
   (Signature of Patient) 

 
 
 
 
 
 

(Staff Will Fill Out The Section Below If Patient’s Signature Not Obtained) 
 

Our office made a good faith effort to obtain Acknowledgement of Receipt of 
our Notice of Privacy Practices, but it could not be obtained for the following 
reasons: 
 
_______ Patient refused to sign. 
 
_______ Emergency situation kept us from obtaining patient’s signature. 
 
_______ Language barriers kept us from obtaining patient’s signature. 
 
_______ Other _____________________________________________ 
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