INSURANCE BILLING INFORMATION AND PAYMENT AUTHORIZATION

* We must emphasize that as your dental care provider, our rela onship is with you, our pa ent, not with your
insurance company. Your insurance policy is a contract between you, you employer, and your insurance company.
* As a courtesy to you we will help you process all your insurance claims. Please understand that we will provide an
insurance es mate to you, however, it is not a guarantee that you insurance will pay exactly as es mated. Your insurance
company and your plan bene ts will determine the amount paid. We will, of course, do all we can to make sure your
es mate is as accurate as possible. If your insurance company has not made payment within 60 day, we will ask that you
contact your insurance to make sure payment is expected. If payment is not received or your claim is denied, you will be
responsible for paying the full amount at that me.
* We ask that you pay the deduc ble and co-payment, which is the es mated amount not covered by insurance. If
there is any balance remaining once we receive the insurance payment we will bill you and expect payment within 30
days unless other nancial arrangements have been made and approved.
* We will cooperate fully with the regula ons and requests of your insurance company that may assist in the claim
being paid.
* We ask that you sign this form and/or any other necessary documents that may be required by your insurance
company. This form instructs your insurance company to make payments directly to our o ce.

CONSENT
I have read, understand, and agree to the above terms and condi ons. I authorize my insurance company to pay my
dental bene ts directly to my dental o ce. I understand that responsibility for payment for dental services provided
in this o ce for myself or dependents is mine. I further understand that a nance charge will be added to any overdue
balance a er 90 days .
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