
II' Stony Brook 
�\ School of Dental Medicine 

Dear prospective patient, 

Welcome, and thank you for choosing the Stony Brook School of Dental Medicine 
Dental Care Center. 

Attached you will find the required paper work for your Program Selection Appointment. 

Please complete all forms and bring them with you to your appointment. 

Most appointments are one hour, however some can take longer. 

When you come to the Dental Care Center on your appointment date please be sure to 
bring with you: 

- Your photo ID
- Your insurance card(s)
- A list of all your medications

If you are the legal guardian or guarantor please bring the legal documents with you at 
the time of appointment. 

The charge for this appointment is $46.00 payable by cash, credit card, or money order, 
and is due at the time of the appointment. 

Thank you and welcome! 

The Office of Clinical Affairs 
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., Stony Brook 
�\ School of Dental Medicine 

CHART# _______ _ 

Program Selection Appointment Treatment Plan 

Welcome to the Dental Care Center. Your appointment today is for Pre-diagnostic services which include a 

screening triage and head and neck examination. A Panorex X-ray may be taken as part of the examination 

process. 

The goal of this visit will be to evaluate your specific dental needs and determine which program is best suited 

for you. No additional treatment will be performed at today's visit. 

Please feel free to discuss your dental care concerns with our students, faculty or staff. 

Charge for today's appointment: $46.00 
I authorize the performance of the above dental treatment as approved by the faculty member(s) of the Dental 
Care Center. 

1. Not all insurance plans cover the charge for this appointment. I understand and accept the charge of 
$46.00 for this Program Selection Appointment if not covered by my insurance. I understand and
accept that this is a non-refundable, non-transferrable charge.

2. I acknowledge that I have received no guarantees or assurances about the outcome of the treatment or 
any of its component(s), benefits or results.

3. Limitations of Insurance Coverage: My insurance may not cover every procedure that is recommended. I 
understand that what may be quoted as my portion (Estimated Patient Responsibility) is only an
estimate. I agree to be financially responsible for charges not covered by my insurance company.

4. MEDICAID beneficiaries only: Member Financial Responsibility Consent Form-to be cor:npleted
It has been explained to the beneficiary what the service is and the cost, along with risks, benefits and 
alternatives. By the patient/guardian signature, the patient/guardian understands and accepts the
financial responsibility for these services. I have been thoroughly informed that alternate treatment may 
be available, and the dental treatment agreed to in this treatment plan is not covered by my insurance 
plan. I further understand that if I agree to this treatment, I am responsible for all charges listed agreed to 
in this treatment plan.

Patient Name: _________________ _ 
Print Name 

Patient Name: _________________ _ Date: __________ _ 
Signature of Patient 
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