
 

CONSENT TO PROVIDE DENTAL TREATMENT 
 

 THIS AGREEMENT is made as of the date below, by the Resident and Responsible Parties identified below for 
the benefit of ELDERDENT, LLC., a Pennsylvania corporation (“ElderDent”). 
 

 In consideration of the concerns expressed below, the Resident and the Responsible Parties agree with 
ElderDent and are legally bound as follows: 
 

1. Consent to Dental Services.  The Resident and the Responsible Parties (collectively, the “Undersigned”) hereby 
consent to the supplying of dental services to the Resident by ElderDent, its employees and contractors.  
Undersigned acknowledges that  their care and service will be provided by licensed dentists, dental assistants and 
dental hygienists (collectively, the ”Dental Care Providers”).   

2. Dental Services to Be Provided.  The Undersigned acknowledge and agree that the dental services to be provided to 
the Resident may include, when determined by the Dental Care Providers to be appropriate, regular oral exams, 
diagnostic x-rays, prophylactic and preventative procedures, restorative, prosthetic, crown and bridge work, 
periodontal treatments and endodontic care.  In the event the Resident shall require care that exceeds preventative, 
diagnostic and restorative procedures, the Resident will be given a written estimate (“Estimate”) of the projected 
treatment costs, which will include a description of the care to be provided and a list of alternative treatment options, if 
any. 

 

The cost of dental services provided in each Estimate shall be fixed for ninety (90) days.  If treatment is not begun 
within that time period, the cost of the dental services may vary.  Further, once dental treatment has begun, 
changes in the treatment plan may be required, depending upon oral conditions encountered.  In such event, the 
Resident will be so advised, and will be given the option of continuing treatment, changing treatment or canceling 
treatment. 

 

For dental services not requiring an Estimate, the cost of dental services provided to the Resident shall equal the 
cost for each service as is identified on the then-current statement of fees of ElderDent, as may be revised, from 
time to time.  Copies of the statement of fees for ElderDent will be available from both ElderDent and the Center, 
upon request. 

 

3. Payment for Dental Services.  The Undersigned agree, jointly and exclusively, to pay ElderDent for all dental services  
provided to the Resident by the Dental Care Providers, upon presentation of a statement of services rendered by 
ElderDent.  In the event any statement is not paid in full, within sixty (60) days following the date of treatment::  the 
Undersigned shall pay to ElderDent a late fee equal to Five Percent (5%) of the amount payable under the statement,. 
Interest shall accrue daily on all amounts remaining unpaid within such sixty (60) day time period at a rate of 1.5% per 
month.  ElderDent shall have no obligation to provided services to the Resident during any period when any statement 
has not been paid in full within the time period set forth herein. 

4. Collection Costs.  The Undersigned agrees to reimburse ElderDent for all costs and expenses, including legal fees 
and court costs, it may incur in collecting any amounts payable by the Undersigned hereunder.  Should your account 
be placed with a collections agency there will be an initial fee of $20.00 added to your balance due. 

5. Governing Law.  This Consent is being delivered and is intended to be performed in the Commonwealth of 
Pennsylvania, and shall be enforce and construed according to the laws of that State.  The Undersigned hereby agree 
that jurisdiction and venue for any dispute hereunder shall lie exclusively in Montgomery County, Pennsylvania, and 
hereby agree to accept service of any pleadings and court process by certified mail in lieu of personal service. 

 
 

ACKNOWLEDGED AND AGREED, INTENDING TO BE LEGALLY BOUND: 
  

RESIDENT:       RESPONSIBLE PARTIES: 
      
__________________________________(Signature)  _______________________________(Signature) 
Name:_____________________________   Name:_____________________________ 
SSN:______________________________   Address:___________________________ 
        __________________________________ 

      
                     

  
 P. O. Box 482  Spring House, PA   19477 


