
Financial arrangement 
for the office of 

Terry Test, D.D.S.

As a courtesy to our patients, Dr. Test will gladly accept assignment of your dental insurance. Our 
office feels that this is a service that benefits you greatly but can cause some confusion  Please read the 
following information provided to help you understand your benefits and the manner in which insurance 
is accepted and filed in this office.

1.	 In order for our office to file your dental insurance we must have all pertinent information on your 
	 employer and/or dental insurance carrier.  This includes addresses, telephone numbers, group 
	 numbers and current insurance identification card. A claim form is most times not necessary as we 
	 file all claims electronically.  Initial_________

2.	T he responsible party in your family (or on the account) is responsible for the 
	 deductible and any co-payments or portions not covered by your insurance. THIS IS 
	 DUE AT THE TIME OF SERVICE. 	I nitial_________ 	 We must emphasize that as a 
	 dental care provider, our relationship is with you, not your insurance company.  While 
	 filing of insurance claims is a courtesy that we extend to our patients, all charges are 
	 your responsibility from the date the services are rendered. Initial__________
3.	 We are not contracted with any insurance companies. However, we will accept assignment of 
	 benefits for 60 days. If at the end of this time payment has not been made by your insurance carrier 
	 the responsibility of any unpaid portion will be that of the patient or responsible party named on 
	 the account. This includes any claims that are denied and any portions considered in excess of what 
	 the carriers considers UCR. Initial__________

4.	 If your dental insurance changes please inform us prior to any scheduled appointments.
	 Initial__________

5.	 Payment in full is expected at the time of service for all new patient emergency exams.
	 Initial__________

Dental insurance can be confusing and frustrating for all involved. Should you have questions or 
concerns please do not hesitate in asking one of the business office staff for help. Initial________

6.	 Should you need to cancel an appointment, we ask that you notify the office 24 hours in advance. We 
	 understand that emergencies may arise, however, should your appointment be confirmed and you 
	 have not notified our office to cancel, there will be a fee for the failed appointment. Initial___________

Method of Payment: Cash, Check, Visa, MasterCard, Discover, and Care Credit

Our goal is to assist you in any way possible to make sure 
that your dental insurance benefits are maximized.

Signature of Responsible Party	 Date

__________________________________________________ 	 _____________________


