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Financial Responsibility:  I understand that payments for services should be made when due, and if 
any payment is not made timely, I may be subject to late fees. I further understand that if I have 
authorized debits to my account and should a debit not be honored by my bank, I will incur a 
service charge for each such dishonored debit. I request that all benefits, if any, or other amounts 
otherwise payable to me or on my behalf for services rendered, be paid directly to the 
service provider. I understand that I am responsible for all charges for services whether or not 
paid by insurance. I authorize the service provider to disclose all information necessary to verify my 
insurance eligibility and secure the payment of benefits. 

Information Verification: The information provided herein is true and complete to the best 
of my knowledge. I authorize Western Dental (WD), or anyone acting on its behalf, to obtain, 
review and/or share with its designated agents, or any assignee of my account, my credit report 
for the purpose of evaluating my credit and verifying my identity, or for updating, renewing, 
servicing, modifying or collecting my account. This authorization is valid as long as any amounts 
are owed on my account to WD or any assignee of my account. I acknowledge that WD may 
report information about my account to consumer reporting agencies and other persons who 
may legally receive such information. Late payments, missed payments or other defaults on 
my account may be reflected in my credit report. 

Prior Express Consent for Calls/Texts/Email: By providing the number of my land line, cell phone or 
other wireless device and my email address now or in the future, I expressly consent and agree that 
WD and any of its affiliates, agents, service providers or assignees may call me using 
an automatic telephone dialing system or otherwise, leave me a voice, prerecorded, or artificial 
voice message, or send me a text, e-mail, or other electronic message for any purpose related 
to the servicing or collection of any account that I may establish with WD, or for other informational 
purposes related to my account or treatment (“Communication”). I also agree that WD and any of 
its affiliates, agents, service providers or assignees may include my personal information in a 
Communication. WD will not charge for a Communication, but my service provider may. I agree 
that WD may monitor and record any telephone calls to assure the quality of its service or for other 
reasons.

Broken Appointment Fee: I understand that it is important that I keep my scheduled appointments 
and if I miss an appointment without prior notification, I may be subject to a broken appointment fee.
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Western Dental Services, Inc. (“WDS”) will be using electronic medical records, including your photograph, to maintain 
your health care information. WDS is committed to maintaining the privacy and confidentiality of patient health information 
in compliance with hIpaa, and will only use your photograph for internal identification purposes.

you may, at any time, withdraw this consent with written notice to WDS.

By signing below, I acknowledge that I have read, fully understand, and agree to be bound by this consent.

Yes.  I agree to have my photograph taken and stored in WDS’s electronic medical records system. I understand 
that by checking “yes” and signing below, I am giving WDS permission to take and use my photograph in its 
electronic medical records system for identification purposes.  

No.  I do not wish to have my photograph taken and stored in WDS’s electronic medical records system.

InITIaLS
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� It is understood that any dispute as to medical 

malpractice, that is as to whether any medical services rendered under this contract were unnecessary or unauthorized or were 

improperly, negligently or incompetently rendered, will be determined by submission to arbitration as provided by California law, 

and not by a lawsuit or resort to court process except as California law provides for judicial review of arbitration proceedings. 
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It is further understood that any dispute related to or arising from any charges, billings, payments, financing, debt collection, 

solicitations and/or marketing relating to any medical or dental services offered by or rendered by Western will be determined by 

submission to arbitration as provided pursuant to the terms outlined herein.   

��������&
 ��������	��������������������: It is the intention and agreement of the parties that this arbitration agreement shall 

cover all claims or controversies relating to the matters described in Article 1 above, except claims within the jurisdiction of the Small 

Claims Court, whether in tort (intentional or negligent), contract, or otherwise, including but not limited to suits relating to 

the matters described in Article 1 and also involving claims for loss of consortium, wrongful death, discrimination, emotional 

distress, or punitive damages. Arbitration pursuant to the terms of this Contract shall bind all parties whose claims as described in 

Article 1 may arise out of or in any way relate to treatment or services provided or not provided by Western Dental Services, Inc. 

(“Western”) or any employee or agent or provider of Western, including any spouse or heirs of Patient and any children, whether 

born or unborn, at the time of the occurrence giving rise to any claim. The undersigned understands and agrees that if the 

undersigned signs this Contract on behalf of some other person for whom the undersigned has responsibility, then, in addition to 

the undersigned, such person(s) will also be bound, along with anyone else who may have a claim arising out of the treatment or 

services rendered to that person.  �

The reference to Western includes the corporation, and its employees, agents and providers.  
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  �������������(��"��: It is the intention and agreement of the parties that any arbitration brought pursuant to this 

agreement shall be conducted on an individual basis only, and not on a class, collective, or representative basis.�There will be no 

right or authority for any dispute to be brought, heard or arbitrated as a class, collective, or representative action, or as a member in 

any purported class, collective, representative proceeding (“Class Action Waiver”). Disputes regarding the validity and 

enforceability of the Class Action Waiver may be resolved only by a civil court of competent jurisdiction and not by an arbitrator. 

In any case in which (1) the dispute is filed as a class, collective,  or representative action and (2) a civil court of competent 

jurisdiction finds all or part of the Class Action Waiver unenforceable, the class, collective, and/or representative action to that 

extent must be litigated in a civil court of competent jurisdiction, but the portion of the Class Action Waiver that is enforceable shall 

be enforced in arbitration 
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�Patient shall initiate arbitration by serving a Demand for Arbitration on Western and 

each defendant. The claim shall be mailed by U.S. mail, postage prepaid, to: General Counsel, Western Dental, 530 S. Main Street, 

Suite 600, Orange, CA 92868. A Demand for Arbitration must be communicated in writing to all parties, identify each defendant, 

describe the claim against each party, and the amount of damages sought, and the names, addresses and telephone numbers of the 

Patient and his/her attorney. Patient and Western agree that any arbitration hereunder shall be conducted by a single, neutral arbitrator 

selected by the parties and shall be resolved using the rules of the American Arbitration Association then in effect at the time the 

requirements are met for a demand for arbitration (located at https://www.adr.org/). (Arbitration, however, shall not be conducted 

by the American Arbitration Association and shall be conducted by an arbitration agency mutually selected by the parties).  Patient 

shall pursue his/her claims with reasonable diligence, and the arbitration shall be governed pursuant to Civil Code §§ 3333.1 

and 3333.2, Code of Civil Procedure §§ 340.5, 667.7, 1281-1295 and the Federal Arbitration Act (9 U.S.C. §§ 1- 9), as in 

effect from time to time. The parties shall bear their own costs, fees, and expenses along with a pro-rata share of the arbitrator’s fees 

and expenses.  
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�Patient intends this Contract to cover services rendered by Western not only after the date it is 

signed (including, but not limited to, emergency treatment), but also before it was signed as well. 

��������-
 .�"��������!
�If any provision of this Contract is held invalid or unenforceable, the remaining provisions shall remain in 

full force and shall not be affected by the invalidity of any other provision. 
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