
 

Important Information About Dental Appointments 
 

Our health center appreciates your trust in us for your health needs. We strive to provide high-quality care to all 
our patients in a timely manner. Due to the large number of patients, we serve, we kindly ask you to respect the 
scheduled appointment time.  

• Arrive at Least 15 Minutes Before Your Appointment Time:  
Patients who arrive after their appointment time will lose their appointment and be asked to wait if an 
opening in the schedule occurs. If no opening becomes available, you will be rescheduled. 
 

• Failed Appointment or Late for Appointment: 
If you miss 3 appointments within a calendar year, no further scheduled appointments will be provided. 
The option to be seen as walk-in will only be available. A missed appointment is no showing to an 
appointment, cancelling appointment within 24 hours or same day, or are over 5 minutes late and the 
appointment could not be honored. Patients can be reinstated after six months. 
 

• Children Dental Appointment Policy: 
Parents or legal guardians are required to accompany minors (under 18).  Legal guardians must show 
proof of guardianship on the first visit.  The guardian must stay in the waiting room while the minor is 
being treated. At times the guardian may need to be present in the treatment room. 
 
If the parent or legal guardian is not able to attend appointments, the parent or legal guardian can fill 
out "Consent to Treat Minor” form provided by our health center. 
 

• Adult Dental Appointments 
Minors/children (under 18 years of age) may not be left unattended in the waiting area. Limited space in 
operatory and exposure to radiation prevents additional personnel in treatment rooms. Recommend not 
to bring children to appointments.  

 

• Always Bring Dental Insurance Coverage Documents, such as: 
o Medi-Cal Card 
o Delta Dental PPO/ Premier Card 
o PAYMENT IS EXPECTED AT FRONT AT THE TIME OF THE VISIT IF YOU DO NOT HAVE DENTAL 

INSURANCE. 

****If you have a dental emergency after hours****  
For Napa/Solano call: 707-254-1770 

For Yolo call: 1-877-250-1670 
 
I have read this document and understand the appointment policy. 

 

Signature of Patient (Or Parent/Legal Guardian if patient is a minor)   Date



General Dentistry Authorization Form 

I hereby authorize and request treating Dentist to perform general dentistry such as exam, x-
rays, prophy (cleaning), administration of local anesthetic, composite and amalgam fillings, and 
those related procedures necessary and/or incidental to the above listed procedure as 
determined in the dentist’s discretion.  I have also been told that administration of local 
anesthetic might cause allergic response, temporary or permanent injury to nerves, and/or 
blood vessels from the injection. 
It has been explained to me, and I understand, that alternatives to these procedures include no 
treatment. 
It has been explained to me, and I understand, that a perfect result is not guaranteed or warranted 
and furthermore, that procedures may involve the possibility of complications, including but not 
limited to: 
 

A. Injury to adjacent teeth and fillings. 
B. Stretching at corners of the mouth with resultant cracking and bruising. 
C. Exposure of the pulp (nerve) of the tooth.  This would require alternate treatments. 
D. Subsequent abscess or infection due to trauma of placing filling. 

I hereby acknowledge that (1)  I have read and understood the information provided in this form, 
(2)  The procedure set forth  has been adequately explained to me by the Dentist, (3)  The risks, the 
expected benefits and/or complications of such procedure, as well as any alternative methods of 
treatment and their risks and benefits have been explained by the Dentist, (4)  I have had the 
chance to ask questions, (5) I have received all the information I desire concerning the procedure, 
and (6) I authorized and consent to the performance of the procedure. 
 
 
______________________________________________________   ______________ 
Signature of Patient (Or Parent/Legal Guardian if patient is a minor)  Date: 

 

 

 

 

 

 



Dental Board of California: Dental Material Fact Sheet Acknowledgement 

 

I acknowledge that I have received a copy of the 2019 Dental Board of California Dental 
Materials Fact Sheet. 

 

______________________________________________________   ______________ 
Signature of Patient (Or Parent/Legal Guardian if patient is a minor)  Date: 
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