




Aqua Dental 
1395 North Main Street * Randolph * MA * 02368 

 
 

 
PRIVACY PRACTICES ACKNOWLEDGEMENT 

 
 
 
ACKNOWLEDGEMENT FORM: 
 
 
I have received the Notice of Privacy Practices and I have been provided an opportunity to 
review it. 
 
Name: ____________________________________  Birthdate:  __________________ 
 
Signature:  _________________________________  
 
Date:  ________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Authorization for Dental Treatment 
 
 
 

I hereby authorize Dr. Fayerman and his/her associates to provide dental services, prescribe, 
dispense and/or administer any drugs, medications, antibiotics, local anesthetic, and expose 
radiographs that he/she or his/her associates deem, in their professional judgment, necessary or 
appropriate in my care. 
 
I fully understand that there are inherent risks involved in the administration of any drug, 
medicament, antibiotic, or local anesthetic. I fully understand that there are inherent risks 
involved in any dental treatment and extractions (tooth removal). The most common risks can 
include, but are not limited to: 
 

Bleeding, swelling, bruising, discomfort, stiff jaws, infection, aspiration, paresthesia, 
nerve disturbance or damage either temporary or permanent, adverse drug response, 
allergic reaction, cardiac arrest. 

 
I realize that it is mandatory that I follow any instructions given by the dentist and/or his/her 
associates and take any medication as directed. 
 
 
 
 
Date:_______________________ 
 
 
Patient Name:________________________________________ 
 
Legal Guardian/ 
Parent/Patient Signature:______________________________________ 
 
 
Witness:_____________________________________________ 
 
 
 
 
 
 
Aqua Dental LLC 
1395 North Main Street 
Randolph, MA 02368 
(781) 963-6077 
www.aquadental.net 



AQUA DENTAL: 1395 North Main Street: Randolph: MA 02368: (781)963-6077 
 

Please read ALL sections carefully and initial all clauses: 
We want to ensure that ALL our patients are treated with respect and courtesy 

TIME is valuable to both you and us. 
 
Please arrive 5 minutes prior to your scheduled appointment so that all patients can be seated in a timely 
manner.           Initials: ________ 
 
Schedule appointments for a date and time you know you will be able to keep. Initials: ________ 
  
A deposit is required when scheduling appointments for large treatment.  Initials: ________ 
 
All appointment reminders are sent via E-mail or Text. You will receive a “save the date” reminder 2 
weeks prior to your appointment and a FINAL reminder 4 days prior to your appointment. If you do not 
use e-mail or text, we will be calling via phone. PLEASE REPLY/CONFIRM your appointments. 
           Initials: ________ 
 
I understand that appointment reminders are a courtesy and that ultimately I am responsible to keep my 
appointment.          Initials: _________ 
  
Appointments not confirmed within 24 hours may be double booked.   Initials: _________ 
 
 
If you are over 10 minutes late for an appointment, you will be seen only if the schedule allows it. 
Otherwise your appointment will be re-scheduled for another date.   Initials: ________ 
 
 
Missed/Re-scheduling appointments without 48 hours notice will incur fees of $50.00 for every ½ hour 
scheduled. (If you miss 3 appointments without giving us notice, you will be dismissed from our office). 
           Initials: ________ 
 
Co-payments/payments are due in full on the day of service unless prior arrangements were made.  
           Initials: ________ 
 
I understand that NSF checks are subject to a $25.00 charge by Aqua Dental. In addition, NSF checks are 
resubmitted for auto payment electronically and subject to bank charges (usually from both banks) of 
approximately $50 per bank for each resubmission.     Initials: ________ 
 
You must inform us of correct guarantor(s) for minors of blended families.  Initials: ________ 
 
Please update us with correct contact information and insurance coverage. If you did not inform us of 
your new insurance coverage and/or termination of insurance, you will be responsible for the expenses 
incurred for all services.        Initials: ________ 
 
 
Patient/Guardian:____________________________________________________________________ 
 
 
Signature:_____________________________________  Date:______________________________ 
 


