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FINANCIAL POLICY
Payment Methods: We accept payment by Cash, Check, Visa, MasterCard, American Express, Discover and Debit Cards. Additionally, we offer financing via Care Credit.  You can ask the front desk for more information on Care Credit.
There will be a $50 charge for any checks returned for insufficient funds.

I hereby provide consent and approval for the office to charge me for reimbursement of any credit card fees and expenses incurred by the office and/or its business support provider in allowing payment by credit card.

Individual’s Financial Responsibility:
1. I understand that I am financially responsible for my dental insurance deductible, coinsurance or non-covered service.

2. Co-Payments are due at time of service.

3. In the event that my dental plan determines a service to be “not payable”, I will be responsible for the complete charge and agree to pay the costs of all services provided.  If I am uninsured, I agree to pay for the dental services rendered to me at time of service.

Insurance Authorization For Assignment of Benefits

I hereby authorize and direct payment of my dental benefits to Hanson Endodontics on my behalf for any services furnished to me by the providers.
Authorization to Release Records: I hereby authorize Hanson Endodontics to release to my insurer, governmental agencies, or any other entity financially responsible for my medical care, all information, including diagnosis and the records of any treatment or examination rendered to me needed to substantiate payment for such medical services as well as information required for precertification, authorization or referral to other medical provider.

Cancellation or No Show Fee:  Hanson Endodontics reserves the right to charge a $100 cancellation fee for any appointments canceled within 24 business hours prior to the scheduled appointment time.
Signature of patient: ________________________________
Date:_________________

Privacy Practices Acknowledgement

I hereby acknowledge that a copy of this office’s Notice of Privacy Practices has been made available to me.  I have been given the opportunity to ask any questions I may have regarding this Notice.

Signature of patient: ________________________________
Date:_________________

