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I, ___________________________________________, agree to be evaluated and treated at 3475 Torrance Blvd., Suite H, Torrance, CA
90503 (herein after referred to as The Practice) by Dr. Paul Grin and/or Dr. Eric Grin as deemed medically appropriate. I
acknowledge that procedure will be performed having been provided appropriate information regarding treatment and
possible side eﬀects or consequences. Signing this document implies informed consent on the part of the patient. In this
arena, the Practice is released from harm. Although the physician and staﬀ will make eﬀorts to obtain my appropriate
medical history and information, the Practice shall not be held responsible for issues of omission or negligence on the part
of the patient.
I further acknowledge that the Practice is not functioning as my primary care/family physician, and if there are issues dealing
with my primary care or internal medicine, they may be referred to my primary care physician by the Practice. There may
also be instances where the Physician of the Practice will refer me to additional specialty care and evaluation as needed.
As for my responsibility to the Practice, I agree to attend appointments and therapies as scheduled. Multiple missed
appointments, or inappropriate behavior may result in termination of services and referral to their physician. Failure to
cancel or no show for appointments will be subject to a charge for that visit.
During your therapy, it may become necessary to discuss surgical treatment options if painful or restrictive joint function
continues. This may include arthroscopic or open TMJ surgery and/or possible jaw repositioning surgery.
Dr. Grin will, if necessary, discuss these options thoroughly. Following initial appliance therapy, there may be decisions to
make by the patient and doctor concerning stabilizing or correcting the bite at the jaw position, determined by your muscle,
if necessary. As joints and muscles relax and heal, there will be changes in your bite (how your teeth come together). Once
it is felt that you have reached your optimum level of improvement, adjusting your bite to your new jaw position may be
recommended.
As part of your care, you may receive injections of one kind or another. Usually these are trigger point injections into the
trigger point of various painful muscles. On occasion, a joint injection or Synvisc/Hyalgan injection will be done. This consent
for treatment acknowledges that there can be side eﬀects from any injection. Side eﬀects can include: allergic reactions,
localized pain at the injection site or pain along the referral pattern of the nerve or muscle injected. On rare occasions more
serious adverse events have been known to occur: fever, infection, muscle and bone atrophy, rash anaphylaxis,
pneumothorax, breathing diﬃculty, sudden changes in blood pressure, convulsions and death.
If a procedure is going to be done, a further discussion will ensure, but you are encouraged to ask questions. We wish to
empower you to seek a higher level of health by getting involved. Help us to understand you.
TMJ Disorders, sleep apnea and headaches are chronic conditions that are managed, not cured. We are not able to
guarantee that all patient’s conditions will improve. Upon rare occasions, conditions and symptoms may worsen.
No intra-Oral Exam Performed - We will not be examining your teeth or oral cavity, even though we will looking in your
mouth for other issues. Additionally, we will not be taking x-rays of your teeth. It is your responsibility to have a general
dentist examine and maintain your oral health.
Imaging (CT MRI) - It may be required to have imaging of the head and neck performed for diagnostic and treatment
purposes. Ultrasound and ICAT units are available on premises or a referral to an imaging center will be made.
Drug and Urine Screening at random times at the doctor’s discretion our patients may be asked to provide a specimen for
screening. This is intended to understand what chemical factors are contributing to your symptoms. An inquiry to the State
Pharmacy Board may also be performed when indicated.

Please be informed that your Insurance Company does not pay for everything and we cannot guarantee what
services or items will be covered by your insurance. If your Insurance Company doesn’t pay for the service or items
provided, you will be responsible for payment in full. It is your responsibility to check on your in-network and
out-of-network beneﬁts which can vary widely amongst insurance plans. If you have met your deductible, it may
be collected at the time of service.
If we are out-of-network with your Insurance Company, you will be responsible to bring us all correspondence from
the Insurance Company and sign over any insurance checks sent directly to you or make payment directly to Dr.
Paul Grin and/or Dr. Eric Grin.

All payments are to be made at the time of service. We accept cash, check, and credit cards and also oﬀer the
option of ﬁnancing your treatment. If you wish to bill an insurance company any time during or after treatment for
reimbursement, we can provide you with the necessary forms upon request.

A $75 fee is charged for missed appointment with a 24 hour advanced notice. A $35 fee with be charged for any
checks returned for insuﬃcient funds.
Any amounts that are 90 days past due may go to collections, and you agree to be responsible for legal fees (court,
attorney, process server), collection agency fees, interest charges (2% per month) and any other expenses incurred
in the collection of your debt.
If appliance therapy is utilized, we will require a $500 deposit towards the fabrication of the appliance(s).
If treatment is rendered on a minor, the parents or guardian who accompanies the child to the appointment is
ﬁnancially responsible for the amount due.
I understand that all fees paid are for services rendered. Fees are non-refundable and are not based of results of
treatment.
By signing below, you understand and agree to the terms of this ﬁnancial policy.

