Insurance Agreement
To our patients who are requesting that this office carries a balance on their account, to be paid
by an insurance company:
This form must be read and signed by the patient or responsible party before we can accept
payment directly from an insurance company.

1. I understand and agree that I am responsible for the payment of all treatment fees on
my account. If my insurance company fails to pay within 90 days I will be responsible for
the full amount.
2. I understand and agree that the amount estimated to remain unpaid by insurance is to
be paid by me during treatment.

3. I understand that this office cannot make a totally accurate estimate of all the insurance
benefits to be paid for me, since it does not have access to all insurance company
records. All fees are only estimated.
4. I understand that after the insurance company pays, there could be a credit remaining to
be paid to me.

5. I understand and agree that if upon payment by the insurance company, there is a
remaining balance; it is due to be paid in full by me at that time.
6. I understand that after the first 30 days that the balance is not paid there will be finance
charges of 3% added at that time. Another 3% finance charge will be added every 30
days there forward that the balance is unpaid.
7. After the office has exhausted the 90 day collection period, if I have not set up and
fulfilled a payment plan with the office, I agree to pay a collection fee of 50% times the
final balance upon being sent to the collection agency.
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES (Laminated Sheet on back of clipboard):
Initial: ____________

Payment & Missed Appointments
Our mission is to deliver the finest, most cost-effective healthcare treatment available today.
Following diagnosis, the doctor will advise you of the recommended treatment plan. In
addition, we will discuss with you the cost of today’s visit and the cost of future treatment.
Payments: for services is due and will be paid at the time that services are rendered. We are
sensitive to the fact that some people may not be able to pay cash for their treatment;
therefore, we offer several alternative payment programs for your convince. They are:
1.
2.
3.
4.

Cash
Visa, Master Card, American Express and Discover
FSA or HSA
Care Credit (Financing) INTEREST FREE (6 and 12 months) alternative

Electronic Statements (e-Statements): By completing this consent agreement, you agree
to permit Family Dentistry to make disclosures and provide notices to you in electronic form,
including text/email; Instead of providing such notices and disclosures in printed form. You have
the right to receive a printed account statement sent to your mailing address of record. By
entering into this agreement, you understand that Family Dentistry will cease providing you
with a printed statement in the mail, and that all future account statements will be sent by text
or email.
Appointments: Times are reserved specifically to meet your needs. If for any reason you are
unable to keep your reserved appointment time, a 24-hour advance notice is required by
speaking directly with the front office (no texts) to avoid being charged. Since the office is
closed on the weekends, all Monday appointments must be canceled by Friday at 12:00. Broken
Appointment fees vary between $25.00 to $175.00.

