










 

Patient Signature___________________________________ 

 

Date_______________________ 

Financial Agreement 

 I understand that my insurance is an agreement between my 

insurance company and me. I also understand that I am 

responsible for the balance of my dental account regardless 

of my insurance. 

 

 I understand that I may incur a 12% per year finance charge 

if my balance goes beyond 90 days.  

 

 I assign dental benefit payments to be paid directly to Dr. 

Weisenfels from my insurance company.  

 

 I give permission for my dentist and his/her clinical team to 

take any necessary diagnostic films, photos, or study models 

to properly enable complete diagnosis and treatment. 

 

 I understand that in the event that my account goes to 

collections, I am responsible for the costs of collecting the 

balance owed, including collection fees, attorney fees, and 

any incurred court costs that may apply. 



 

 
 

For patients with Dental Insurance… 
 

You may not be aware your employer may be making 
changes annually to your dental policy.  To find out about 

those changes, please contact your dental insurance. 
  

Our “recommended standard of care” is an important part 
of our philosophy and your optimal health.  Your dental 
policy may or may not be in line with our philosophy.   

 
Due to such a wide variety of dental policies, we cannot 

guarantee dental coverage for all services provided by us. 
 

Thank you for providing us any changes to your policy. 
We will try to be as informative as possible when it 

comes to your dental health and your insurance policy.     
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