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Endodontic Treatment

Method of Payment/Insurance Policy
Please indicate your method of payment:

·  Check

·  VISA

·  MasterCard

·  Discover

·  Cash

·  Care Credit (Payment Plan)

Fees:  All fees are payable at the time of service including insurance deductibles and insurance estimated co-payments. NOTE:
 24-hour notice is required for cancellation of appointment or the patient will be charged a $50 broken appointment fee.

Insurance:  We do accept most insurance assignment for dental services, however; the patient is legally and financially responsible for all cost of dental services regardless of dental insurance coverage. If the insurance company does not pay within 60 days for the date the claim was filed, the account becomes due and payable by the patient. It is the patient’s responsibility to notify us immediately regarding any changes to benefit coverage. If the insurance company denies a claim, the patient is legally and financially responsible for any service rendered. REMEMEBER: we will give a tentative estimate of the patient’s co-payment. This is only an estimate based upon information the insurance company provided our office. We have no influence or control over your insurance policy or insurance company. If the insurance carrier does not pay as much as we have estimated, the patient is fully responsible for the balance. The patient understands that insurance benefits are not a substitute for payment by the patient. 

Overdue Fees:  Please be advised that should your account be turned over to a collection agency, all costs to collect overdue fees, as allowed by law, will be your responsibility, including collection cost and/or attorney’s fees.

Thank you. 

Patient signature: X_____________________________________  Date: _____________

(If under 18 years old, parent or legal guardian; relationship to patient:___________________)
      






