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FINANCIAL POLICY 

 

At Drs. Jeansonne and Spillers’ office, the doctors and staff are committed to providing you with the best 

services and treatment at as low a cost as possible without compromising the quality of treatment. Therefore, 

we have instituted a financial policy that will help you receive the best dental care you can afford. We will 

attempt at all times to provide a written estimate of charges for your proposed services prior to treatment. 

 

PLEASE READ THE FOLLOWING AND CHECK ONE (A OR B): 

A. I DO NOT HAVE DENTAL INSURANCE. I UNDERSTAND THAT PAYMENT IS DUE IN FULL AT THE TIME 

OF TREATMENT. 

B. I HAVE DENTAL INSURANCE AND I UNDERSTAND THE FOLLOWING: 

1. IF CURRENT COVERAGE CANNOT BE VERIFIED BY THE END OF YOUR APPOINTMENT, YOU 

MUST PAY FOR YOUR VISIT IN FULL. 

2. ALL DEDUCTIBLES AND ESTIMATED CO-PAYS ARE DUE AT THE TIME OF THE VISIT. 

3. VERIFICATION OF COVERAGE IS NOT A GUARANTEE OF PAYMENT. REMEMBER: YOUR 

DENTAL INSURANCE IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY. 

REGARDLESS OF YOUR ESTIMATED BENEFITS, YOU ARE ULTIMATELY RESPONSIBLE FOR 

ALL FEES CHARGED ON TREATMENT PERFORMED. WE WILL WAIT 45 DAYS FOR INSURANCE 

PAYMENT. THEREAFTER, THE BALANCE IS TO BE PAID BY YOU. 

4. WE DO NOT ACCEPT INSURANCE ALONE AS PAYMENT. 

5. PLEASE INDICATE: 

POLICYHOLDER’S EMPLOYER:        

POLICYHOLDER’S DOB:    GROUP#    

POLICYHOLDER’S ID OR SSN:        

We do NOT accept out of state checks. 

If you have any questions about your insurance coverage, or the proposed fees, please ask the business office 

before treatment begins. This will eliminate any misunderstandings. 

A $30.00 HANDLING FEE WILL BE ASSESSED ON ALL NSF CHECKS. 

OUR PATIENTS KEEP THEIR APPOINTMENTS: We try to be considerate of your time so we appreciate your 

consideration in giving the office a 48 HOUR NOTICE if you need to cancel or reschedule an appointment. This 

will enable us to help another patient schedule in the time slot you are vacating. 

 

Patient/Guardian SSN:    Patient/Guardian Drivers’ License:     

Patient/Guardian Mailing Address:            

Patient/Guardian Signature:       Date:      
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NOTICE OF PRIVACY PRACTICES 

 

Attached to this paperwork is a copy or the “Notice of Privacy Practices.” It informs you of your privacy rights 

as our patient. This copy is yours to keep if you wish. Please sign below to acknowledge receipt of Drs. 

Jeansonne and Spillers’ “Notice of Privacy Practices.” 

 

If there is a person, or persons, you would like to authorize to access you or your dependents’ information 

please list their names and phone numbers below. If there is no one you would like to authorize please check 

“None”. 

 

 

 NONE 

 

NAME        PHONE #       

 

NAME        PHONE #       

 

NAME        PHONE #       

 

NAME        PHONE #       

 

 

 

 

Patient/Guardian Signature:       Date:      
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TREATMENT INFORMATION AND EXPLANATION OF RISK 

 

WORK TO BE DONE 

 I understand that the following treatments may be performed as part of my comprehensive dental 

care: Fillings, Anesthesia, Crowns and Bridges, Endodontic treatment, Periodontal treatment, Space 

Maintainers, Extractions, Bone Grafts, Implants and possible other dental treatment. 

FILLINGS 

 Fillings are procedures in which the dentist removes decayed tooth structure or a faulty restoration 

and replaces it with composite. I understand that these procedures could cause the teeth to be sensitive to 

hot and cold as well as chewing. The majority of the times, these sensitivities are temporary and they will go 

away within one or two weeks. However, there are times the depth of the decay in the tooth is greater than 

predicted by observation and dental radiographs and the tooth may need pulp treatment or root canal and 

crown. It is also possible that the pulp might already be infected by bacteria and becomeabscessed at some 

point after the filling procedure and require extraction. I understand that Drs. Jeansonne, Spillers and their 

associate(s) cannot guaranteed that the teeth receiving fillings will not need to receive the above mentioned 

additional procedures and that I will be responsible for payments for any additional treatment needed to 

restore the teeth if the initial filling procedure does not correct the problem. 

DRUGS AND MEDICATION 

 I understand that antibiotics, analgesics and other medications can cause allergic reactions causing 

redness and swelling of tissue, pain, vomiting, anaphylactic shock(severe allergic reaction) and/or death. 

ANESTHESIA 

 I realize that there are risks involved in receiving local anesthesia from Drs. Jeansonne, Spillers, their 

associate(s) and/or the hygienist. Some of these risks include: partial face paralysis, inflamed tissue, trismus, 

adverse reactions to drugs causing cardiac arrest, stroke, hemorrhage, nerve damage and/or numbness.  

CROWN AND BRIDGE 

 I understand that crowns and bridges are generally placed on teeth with a history of decay, large 

fillings, or fractures. These teeth have a greater chance of needing root canal therapy at a future date. If this 

future treatment is necessary, I understand that the fee is not included in the cost of the crown. 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 crowns, which may come off prematurely and need to be re-

cemented. I must refrain from eating certain hard, sticky or chewy foods. I understand that I must thoroughly 

clean my crown and/or bridge daily. 

ENDODONTIC TREATMENT 

 I understand that the purpose of a root canal or pulpotomy is due to deep decay into the pulp of the 

tooth. A root canal is performed in hopes of saving the tooth from extraction for the purpose of function. 

However, due to the fact that it is not possible to determine the extent of bacterial infection it is possible that 

even with Drs. Jeansonne, Spillers, or their associate(s) best efforts, my tooth may become abscessed at some 

point after the pulp treatment and necessitate extraction.  

PERIODONTAL TREATMENT 

 I understand that periodontal disease is a serious gum infection. If not treated properly it could lead to 

the spread of infection, bone loss and/or tooth loss. If the condition cannot be treated here, I will be advised 

INITIAL HERE   
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to see a periodontal specialist. I also understand that I will be placed on a 3 month, 4 month, or 6 month recall 

schedule for future hygiene appointments. I understand that without proper brushing and flossing, or if I fail 

to keep my regularly schedule hygiene appointments, Drs. Jeansonne, Spillers, their associate(s), the hygienist 

are not responsible for my periodontal health.  

SPACE MAINTANIERS 

 I understand that my child may benefit from space maintainers to prevent loss of space due to 

extraction or otherwise premature loss of a baby tooth. I understand that space maintainers may become 

loose or fall off during normal function(especially if my child eats sticky, chewy or hard foods) and may be a 

potential choking hazard. If the space maintainer becomes loose, I will try to remove it and if I am unable to do 

so, I will immediately contact Drs. Jeansonne and Spillers’ dental office to have it removed. If Drs. Jeansonne 

and Spillers office is closed and/or it is after hours, I will go to the emergency room to have it removed.  

EXTRACTIONS 

 Alternatives to removal have been explained to me (root canal therapy, crowns and periodontal 

surgery, etc.) I understand removing teeth does not always remove infection, if present, and it may be 

necessary to have further treatment. I understand the risk involved in having teeth removed, some of which 

are pain, swelling, spread of infection, dry socket, loss of feeling in the teeth, lips, tongue and surrounding 

tissues(paresthesia) that can last for an indefinite period of time or a fractured jaw. I understand that I may 

need further treatment by a specialist or even hospitalization if complications arise during or following 

treatment. I also understand that after the removal of my teeth I will likely need to replace them by means of 

implants, full dentures, partial dentures or bridgework to prevent the collapse of my remaining dentition. 

CHANGES IN TREATMENT PLAN 

 I understand that during treatment it may be necessary to change procedures because of conditions 

found while working on the teeth that were not discovered during examination.  

  The effect and nature of the procedures which may be performed, and the risks involved as well as the 

possible alternative methods of treatment have been fully explained to me. I know that the practice of 

Dentistry and surgery 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 treatment outcome. 

Alternative and possible bad reactions have been explained to me in detail. Complications such as infection, 

hemorrhage and/or bleeding, scarring, contraction, possible deformities, prolonged healing time over the 

estimate, reaction to any drug before, during or after surgery, numbness itching or the tongue, lips, teeth 

tissues, paresthesia, fractured jaw, temporomandibular joint complications, which could cause localized and 

systemic pain requiring future treatments including joint surgery, etc. can occur. 

I certify that I have read and fully understand the above consent to dental treatment and that the 

explanations therein referred to were made. Anything I did not understand has been explained to me. 

 

Patient/Guardian Signature       Date     

 

Witness Signature        Date     

 

Doctor Signature        Date     



EFFECTIVE JAN 5, 2021

Missed Appointment Policy
Our goal is to provide quality care to all our patients in a timely manner. No-shows, late arrivals,
and cancellations inconvenience not only our providers, but our other patients as well.  Please
be aware of our policy regarding missed appointments.

Appointment Cancellation

When you book your appointment, you are holding a space on our calendar that is no longer
available to our other patients.  In order to be respectful of your fellow patients, please call the
office as soon as you know you will not be able to make your appointment.

If cancellation is necessary, we require that you call at least 48 hours in advance.  Appointments
are in high demand, and your advanced notice will  allow another patient to access to that
appointment time.

How To Cancel Your Appointment

If you need to cancel your appointment, please call us at 225-647-3577.  If necessary, you may
leave a detailed voicemail message.  We will return your call as soon as possible.

Late Cancellations/No-Shows

A cancellation is considered late when the appointment is cancelled less that 24 hours before
the appointed time.  A no-show is when a patient misses an appointment without cancelling.  In
either case, we will charge the patient a $25.00 missed appointment fee.

It  is  our  philosophy to continue to put  our  patients  first  and make sure your  experience a
positive one.  Thank you for allowing us to share our appointment policy with you.  Please let us
know if you have any questions.

Pt Name: _____________________________________

Signature:  ____________________________________

Date:  ________________________________________ 


