Texas Grins Financial Policies and Agreement

To assist our patients, we offer the following information about our policies for fees, insurance, patient
accounts, and payment. Please feel free to discuss these policies with our office manager.
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paymmtmgemﬁmmdﬁ,ﬂwymbemmmm Since we set a scheduled time for
eachpaﬁmgifanmgéncyaﬁscs,phasegimnsa%—hommﬁoe. If an appointment is cancelled
without proper notice, a fee will apply.

INSURANCE

Our office is happy to file insurance at no charge to our patients. We file all claims within 24 hours of your
visit. Wea!sovmﬁjrymmannewvaagemadviseyouofmwbmeﬁm All claims are filed according
to the guide]inessetbytheAmnrkmantaIAsscwiaﬁm(ADA). In order to provide this service, the
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Insumncecovemgeisﬁmimdmapor&onofﬂm&eagwdmhyyonmﬂmofﬁm. All co-payments and
deductibles are due at the time of service. ‘We will be happy to estimate your benefits and your payment
treatment. Please remember that insurance payments are only an estimate as most insurance
companies pay on a schedule of “usual and customary fees”. Usual and customary fees are fees that have
been assigned to procedures by each individual insurance company. Although we feel that our fees are

varies from company to company. Any amount left following assignment of benefits will be billed to the

responsible party. Onwagam,plemafeelﬁeemmmrbmwﬁfyonhavemqusﬁm
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regardless of claims paid. Please note that we do ot participate in most managed care dental plans. We
fedﬁmnﬁMhﬁaeﬁmaﬂowubMﬁeMafm&ﬂmpﬂmm

CONSENT
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diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of the patient’s dental

needs.

1almmﬂmﬁmﬂmdodmmp&rﬁnmmymdaﬂfmmsofmmMmﬁmmdﬂmmpythatmay be

indicated. 1 also understand that the use of anesthetic agents and other dental treatment embodies a certain
risk.

Iauﬁmrimpaymmtofbeneﬁtsdirecﬂymthe;u'ovidﬂraswellasﬁmmleaseofallmyinﬁnmationto
‘my insurance Carrier.

Ihavercadﬁﬁsformandagmemtheﬁmialpoﬁdmsetfoﬂhbyﬂﬁs office.

Patient Signature: Date:
*Parent or legal Guardian Signature if patient is & minor is required.

1



