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We are a general dental office that 
offers services such as: 

• Exams 
• Cavity Risk Assessment 
• Periodontal Disease Risk 

Assessment  
• Cleanings 
• Gum Treatment 
• Bacterial Replacement 

Therapy 
• Ozone therapy 
• Fillings 
• Crowns 
• Bridges 
• Dentures 
• Partial Dentures 
• Veneers 
• Whitening 
• Invisalign 
• Implant Restorations 
• Sports Guards 
• Night Guards 
• Sleep Apnea Risk 

Assessment 
• Extractions 
• Oral Cancer Screenings 
• Oral Bacterial Analysis 
• Root Canal Therapy 
• Safe amalgam removal 

 

 
 

WELCOME 
 

Welcome to the Midway Dental Family! We are thrilled to be serving you. I’d like to take a 
moment to share a little about who we are, what we believe and what sets us apart from other 
dental offices. 

Our Mission 

It is our mission at Midway Family Dental to provide everyone the opportunity to better health 
by offering the highest quality, minimally invasive dental care available in a safe environment, 
free from judgement. 

We are working toward this mission in several ways: 

Quality Dental Care 

In today’s dental market, you get what you pay for. And our office is dedicated to providing 
high-quality dental care by using the best materials for your dental work. We are a mercury-
free office, and the filling material we use is non-toxic. We also use local labs for crowns and 
dentures so that your work can be more customized to you! Our team is dedicated to learning 
and staying up to date on the latest and best dental treatments available.  

Minimally Invasive Treatment 

This means we want to do whatever we can to save your natural tooth! It is our philosophy 
that nothing we make or replace will ever be as good as your original tooth structure, so we 
will do everything we can to preserve it.  

Total Health & Wellness 

Your oral health plays an important role in your overall health. We want to talk to you about 
all aspects of health to see if something in your mouth could be contributing to the rest of your 
body. We will treat you as a whole person…not just a mouth and teeth. 

Prevention & Early Detection 

We really care about preventing disease, not just treating it. This sets us apart from many 
offices who are there to treat the problem but not thoroughly assessing and preventing 
diseases in the first place. During your initial comprehensive exam, we evaluate the entire head 
and neck region, looking for signs of many diseases such as oral cancer, cavities, gum disease, 
sleep apnea, etc. We also partner with you to give you the proper tools needed to prevent 
such diseases from occurring. 

A Great Dental Experience 

We are working to make your dental visit as comfortable and pleasant as possible. You will see 
and feel the difference when you step inside. We have a warm, inviting front lobby and TV’s 
with noise cancelling headphones in each room for an enjoyable visit. We also offer Nitrous 
Oxide (laughing gas) for those who are a little nervous about having treatment done. 

Our Promise To You 

We are so glad you chose our family to take care of you and your family. We promise to go 
the extra mile to give you the best dental experience possible.  

“Effort is like toothpaste, you can always squeeze out just a little bit more!”   

 

 

 









 

 

INFORMED CONSENT FOR GENERAL DENTAL PROCEDURES 
AND PRACTICES 

 

You, the patient, have the right to accept or reject dental treatment recommended by your dentist. Prior to 
consenting to treatment, you should carefully consider the anticipated benefits and commonly known risks of 
the recommended procedure, alternative treatments, or the option of no treatment.  

Do not consent to treatment unless and until you discuss potential benefits, risks, and complications with 
your dentist and all your questions are answered. By consenting to the treatment, you are acknowledging 
your willingness to accept known risks and complications, no matter how slight the probability of occurrence. 

 It is very important that you provide your dentist with accurate information before, during, and after 
treatment. It is equally important that you follow your dentist’s advice and recommendations regarding 
medication, pre and post treatment instructions, referrals to other dentists or specialists, and return for 
scheduled appointments. If you fail to follow the advice of your dentist, you may increase the chances of a 
poor outcome.  

Please read and initial the items below and sign at the bottom of the form.  

       1. Treatment to be Provided: I understand that during my course of treatment that the following care 
may be provided: examinations, preventive services, restorations, crowns, bridges, and other services.  

        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).  

        3. 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, the most common being root canal therapy following routine restorative procedures. I give my 
permission to the dentist to make any/all changes and additions as necessary.  

        4. I give permission to the dental office to bill my dental insurance provider for the treatment provided, 
if applicable.  

        5. I understand that if I cancel without at least a 24 hour notice or simply do not show for a scheduled 
appointment, I may be charged a $20 cancellation fee. 

        6. I understand that if I am 15 minutes or more late for a scheduled appointment that I may be asked 
to reschedule and/or be charged a $20 cancellation fee.  

Patient Name (print): ___________________________    

Patient Signature: ___________________________ 

Date: ______________________ 
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PATIENT HIPAA CONSENT FORM 
 
I understand that as part of my healthcare, this organization originates and maintains 
health records describing my health history, symptoms, examination and test results, 
diagnoses, treatment, and any plans for future care or treatment. I understand that this 
information serves as: 

• a basis for planning my care and treatment 
• a means of communication among the many health professionals who contribute 
to my care 
• a source of information for applying my diagnosis and surgical information to my bill 
• a means by which a third-party payer can verify that services billed were provided 
• and a tool for routine healthcare operations such as assessing quality and reviewing the competence of 
healthcare professionals 
 
I understand and have been provided with a Notice of Information Practices that 
provides a more complete description of information uses and disclosures. I understand 
that I have the right to review the notice prior to signing this consent. I understand that 
the organization reserves the right to change their notice and practices and prior to 
implementation will mail a copy of any revised notice to the address I’ve provided. I 
understand that I have the right to object to the use of my health information for directory 
purposes. I understand that I have the right to request restrictions as to how my health 
information may be used or disclosed to carry out treatment, payment, or healthcare 
operations and that the organization is not required to agree to the restrictions 
requested. I understand that I may revoke this consent in writing, except to the extent 
that the organization has already acted in reliance thereon. 
 

Please list any other people with whom we may share your personal information, (i.e..Family, Friend, 
Partner) 

        Name                                                                                   Relationship 

1.) ____________________________________         ____________________________________  
2.) ____________________________________         ____________________________________ 
3.) ____________________________________         ____________________________________ 

 

Print Patient Name ____________________________________ 

Signature ___________________________________________ 

Relationship to Patient ________________________________ 

Date ____________________________________      


