
Coddingtown Dental Care 
Dr. Harit K. Nijjar 

1801 Cleveland Ave Suite C 

Santa Rosa, CA 95401 

(707) 545-3338 

 

 

INSURANCE POLICY 
There are over 500 different dental insurance plans in the State of California. Your insurance policy is a contract 

between you and your insurance company. Insurance benefits may vary according to how much each employer wants to 

pay for dental benefits. As a service to our patients, we will assist you in billing your insurance carrier. In order to 

provide that service, we must have all the current insurance information. 

 

It is your responsibility to follow up with your insurance company if they have not paid your claim within 90 days of the 

date of service. Please be aware that after 90 days any unpaid balance will be your responsibility. 

 

Your responsibilities also include:  

 

 Providing adequate information on what your insurance policy covers at the time of your appointment. 

 Notifying the office of any changes in your insurance coverage.  

 

Note: Any treatment plan given to you is an estimate only. We try our best to give you the closest estimate as possible. 

If your insurance pays less than the estimated amount, it is your responsibility to pay the difference. If your insurance 

pays more than what we expected, we will give you a refund of the difference. 

 

PAYMENT POLICY 
Co-payment of patient’s portion is due in full at the time of service. For your convenience, we accept Visa, MasterCard, 

American Express and Discover. For extended payment options, ask about Care Credit. 

 

MISSED OR CANCELLED APPOINTMENTS 
In order to be respectful of other patient’s needs, please be courteous and call our office promptly if you are unable to 

attend an appointment. This time will be given to someone who is in urgent need of treatment. Any appointment(s) not 

cancelled 2 business days in advance is subject to a $60 cancellation fee per hour. 

 

By signing below, I understand and agree to follow the above policies. 

 

 

 

 

______________________________________   ___________________ 

Signature of patient/Responsible Party    Date 

 

 

 

 



Coddingtown Dental Care 
Dr. Harit K. Nijjar 

1801 Cleveland Ave Suite C 

Santa Rosa, CA 95401 

(707) 545-3338 

 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
*You May Refuse to Sign This Acknowledgement* 

 

 

As of January 1, 2002, the Dental Board of California requires that we distribute to our patients a copy of the Dental 

Materials Fact Sheets. In addition, The Health Insurance Portability and Accountability Act (HIPAA) requires, effective 

April 13, 2003, that patients be given a copy of our Notice of Privacy Practices. 

 
 

I, ________________________________________, acknowledge that I have received from this office: 

 

 A copy of the Dental Materials Fact Sheets 

 Notice of Privacy Practices 

 

 

________________________________    **If signed by a personal representative of the 

Patient Name        patient, describe the representative’s 

         authority to act for the patient:  

________________________________    ______________________________________ 

Patient Signature       ______________________________________ 

         ______________________________________ 

________________________________ 

Date 

 

 

For Office Use Only 

 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement 

could not be obtained because:  

 

☐ Individual refused to sign  

☐ Communications barriers prohibited obtaining the acknowledgement  

☐ An emergency situation prevented us from obtaining acknowledgement  

☐ Other (Please Specify) 

______________________________________________________________________________________  

______________________________________________________________________________________  

______________________________________________________________________________________  

 

 



General Dentistry Informed Consent 

Dentist: _____________Harit K. Nijjar_______________  Patient: _______________________________________ 
 

1. WORK TO BE DONE 

I understand that I am having the following work done: Fillings ☐, Crowns ☐, Bridges ☐, Extractions ☐, Root    Canal ☐, Dentures ☐,  

X-rays ☐, Periodontal Treatment ☐, Exam ☐, Teeth Cleaning ☐, Other ☐      Initials _________ 

2. DRUGS AND MEDICATIONS 

I understand that antibiotics, analgesics, and other medications can cause allergic reactions causing redness and swelling of tissues, 

pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction).         Initials _________ 

3. PARESTHESIA 

I understand that I may have loss of feeling in my teeth, lips, tongue and surrounding tissue (paresthesia) following injections for local 

anesthesia with any procedure.          Initials _________  

4. CHANGES IN TREATMENT PLAN 

I understand that during treatment it may be necessary to change or add procedures because of conditions found while working on the 

teeth that were not discovered during examination. For example, I may need root canal therapy following routine restorative procedures. 

The dentist will explain all changes.          Initials _________ 

5. REMOVAL OF TEETH 

Alternatives have been explained to me (root canal, crowns, periodontal surgery, etc) and I authorize the dentist to remove the 

following teeth __________ and any others necessary for reasons as explained in paragraph 4. I understand removing teeth may not always 

remove all the infection present, and it may be necessary to have further treatment. I understand the risks involved in having teeth 

removed, some of which are pain, swelling, spread of infection, dry sock, loss of felling in my teeth, lips, tongue and surrounding tissue 

(paresthesia) that can last for an indefinite period of time or jaw fracture. I understand I may need further treatment by a specialist if 

complications arise during or following treatment, the cost of which is my responsibility.     Initials _________ 

6. CROWNS AND BRIDGES 

I understand that sometimes it is not possible to match exactly the color/shade of natural teeth with artificial teeth. I further 

understand that I may be wearing temporary crowns, which may come off and that I must be careful to ensure that they are kept on until 

the permanent crowns are delivered. The final opportunity to make changes (including shape, fit, size and color/shade) is before final 

cementation. It is also your responsibility to return for permanent cementation within 30 days of tooth preparation. Excessive delays may 

cause unwanted tooth movement and poor fit of the final restoration. This may necessitate remake of the crown, bridge or cap, which 

would incur additional charges to the patient. I understand that a root canal may be needed, even though the tooth may not have hurt prior 

to the crown or bridge having been done. I understand there will be additional charges for remakes due to my delaying permanent 

cementation.            Initials _________ 

7. ENDODONTIC TREATMENT (ROOT CANAL) 

I understand there is no guarantee that root canal treatment will save my tooth and complications can occur from treatment, and that 

occasional root canal filling may extend beyond the tooth root which does not necessarily affect the success of the treatment. I understand 

that endodontic files and reamers are very fine instruments and stresses vented in their manufacture can cause them to separate during 

use. I understand that occasionally additional surgical procedures may be necessary following root canal treatment (apicoectomy). I 

understand that the tooth may be lost in spite of all efforts to save it.       Initials _________ 

8. PERIODONTAL TREATMENT 

I understand that I have a condition causing gum and bone inflammation that can lead to the loss of teeth. Alternative treatment plans 

have been explained to me including gum surgery, locally administered antibiotics, replacements and/or extractions. Initials _________ 

9. FILLINGS 

I understand that care must be exercised in chewing on new fillings, especially during the first 24 hours to avoid breakage. I understand 

that a more extensive filling than originally diagnosed may be required due to additional decay. I understand that sensitivity is a common 

after effect of a newly placed filling. If the sensitivity continues, I understand that a root canal may be needed, even though the tooth may 

not have hurt prior to the fillings being done.         Initials _________ 

10. DENTURES AND PARTIALS 

Sore spots, altered speech and difficulty eating are common problems with new dentures or partials. The ability to adapt to removable 

dentures varies widely. In some cases, a patient cannot or will not be able to use the device through no fault of fabrication. Immediate 

denture (placement of denture immediately after extractions) may be painful. Immediate denture may require considerable adjusting and 

several relines. A permanent reline will be needed later. This is not included in the denture fee. I understand that it is my responsibility to 

return for delivery of the dentures. I understand that failure to keep my delivery appointment may result in poorly fitted dentures. If a 

remake is required due to my delay of more than 30 days, there will be additional charges.    Initials _________ 

 

Patient Signature ________________________________________  Date ________________________________ 

 

Doctor Signature _________________________________________  Witness ______________________________ 


