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Dear Patient:

Our office is happy to complete and submit most dental claim forms. Please keep in mind that most insurance companies do not cover all dental expenses. We encourage you to discuss any questions you have regarding your plan with our insurance coordinator. Thank you for the opportunity to serve you.


Please read and sign below, showing that you understand the following:

· I understand that my insurance policy may or may not cover all dental services and it is my responsibility to call the insurance company to verify my/my family’s coverage on dental procedure to be performed on me or my family.
· My insurance plan may have a deductible and/or co-payment amount, which is due at the time of service. I understand that I will be responsible for any other balances not paid by my insurance company.
· I understand that any balance owed to this office in excess of 30 days will be subject to a 12% APR.
· Any flex plan reimbursement will be paid directly to me upon submission of my paid receipts to my company.
· I accept full responsibility for all fees required for my child’s/children’s dentistry, regardless of my marital status.
· I understand there is a $50 charge for failing an appointment/canceling without 24 hours’ notice.
· In the event that I/my family want to transfer to another office, I understand that my/my family’s account balance must be pain in full prior to forwarding my dental records to the new dental office.
· I understand that there may be a fee assessed to defray costs of labor and materials associated with copying films and/or records, which are not being directly mailed to your new dentist.
· I understand that if my check payment is returned as NSF from the bank, there is a $50 charge, which will be added to the account and I may be asked to make a payment by credit card, money order, or cash only.
· I understand that I am responsible for any reasonable fees, expenses or costs related to any collection of any unpaid balance, including but not limited to late charges, referral costs and commissions paid to attorney’s collection agencies.





______________________________________________________               ________________________
Patient/Parent(Guardian) Signature                                                                      Date
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