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Pavment Options For Our Patients

Asacourtesytoourpatients,wewillfilealldental insuranceclaims. Mostinsurancepoliciesdonotcoverl-00%ofthe
treatment fee. Most policies have deductibles and estimated remaining percentages due at the time of services rendered.
Unless arrangements are made in advance, all payments are due at this time. To avoid misunderstandings with your
account, if the insurance has not paid in 90 days, the balance becomes your responsibility. Due to volume of practice, we will
send one final statement after the insurance sends payment on claim or 90 days. The fee for handling a non-sufficient funds
(NSF) check is SZO. Any delinquent accounts are subject to collection fee of 33 1/3% and attorney fees.

lnsurance Authorization and Assignment
I hereby authorize Coastal Periodontics to furnish information to insurance carriers concerning my treatment and I do
hereby assign to the dentist(s) all payments for dental services rendered to myself or my dependent. I agree to be
responsibleforpaymentofallservicesrenderedonmybehalformydependents. lunderstandthatpaymentisdueatthe
time of service unless other arrangements have been made.
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Spouse or Other Guarantor Information


