
Insurance Policy

Patient/Responsible Party Signature: ______________________________________ Date:____________________

I HAVE READ AND UNDERSTAND THE ABOVE CONDITIONS

For those of you with Dental Insurance, as a courtesy, we will assist you in processing your insurance claims. In 
order for our office to file your insurance claim, you must bring proof of Insurance for each appointment. Your  
co-payment amount is due when services are provided.

All incurred charges are ultimately the responsibility of the patient regardless of insurance coverage. We must 
emphasize that as your dental care provider, our relationship is with you, our patient, and not with your insur-
ance company. It is important to understand that the contract regarding your dental benefits is between you, your 
employer, and your insurance company. The obligation you have with our practice is to pay for the treatment, 
regardless of the amount that may or may not be reimbursed by your insurance company. Our office is not a 
party to that contract or any possible restrictions.

If you have questions regarding our financial policy, please do not hesitate to ask. We are committed to provid-
ing you with the most positive experience in dental care.
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