
Fine Art of Family Dentistry, PA

Financial, Insurance & Prac0ce Privacy Agreement 

Financial Agreement 

Op#ons for Payment of Services (Payment is due at #me of service rendered) 

1)  Cash or check* with a 5% bookkeeping reduc#on if paid at the ini#al visit for treatment over $300.  (We use 
Mastercheck for returned checks) 

2) Credit Card * (Mastercard, Visa, American Express or Discover Card) Monthly Credit Card Authoriza#on is an 
op#on 

3) No Interest * Payment Plans from CareCredit (subject to credit approval) 

*Previous responsible party balances must be paid in full prior to receiving addi#onal services, except in the case of an emergency. 

*Responsible party is defined as the recipient of care in the case of one individual, one person designated to handle financial arrangements in a 
family; or in a blended family, the individual primarily involved in bringing the child to appointments and scheduling addi#onal appointments. 

Pa0ents with Dental Insurance 

1)  Extensive treatment will require preauthoriza#on and you will be responsible for paying your es#mated por#on 
at the #me of service. 

2) Previous responsible party balances must be paid in full prior to receiving addi#onal services, except in the case 
of an emergency. 

3) We accept dental insurance assignments, with the understanding that any uninsured por#on that is not covered 
by your dental plan is to be paid by you at the #me of service.  Your dental insurance coverage is based on the 
policy or contract you have.  Depending on you specific policy, your dental insurance plan may not cover fully on 
our office dental fees for services rendered.  Please remember the ul0mate financial responsibility is yours. 

In the unlikely event that your balance does not get paid, your account will be turned over to a collec#on lawyer, 
concilia#on court or collec#on agency. 

AUTHORIZATION, RELEASE & AGREEMENT TO PAY FOR SERVICES RENDERED 

I authorize the doctor or other healthcare professionals to perform diagnos#c procedures and treatment as may be 
necessary for proper oral care.  I authorize the Fine Art of Family Den#stry, PA to release any informa#on (via mail, fax or 
electronic) including the diagnosis and the records of any treatment or examina#on rendered to me/my child during the 
period of such dental care to third party payers and other en##es and/or health prac##oners.  HIPAA No#ce of Privacy 
Prac#ces has been made available to pa#ent and/or guarantor. 

_______________________________________  _________________________________ 
Pa#ent Name      Date signed 

Signature of Responsible Party 

This copy of signature is valid as the original.  Signature on file is valid indefinitely 




