Four Corners Oral and Maxillofacial Surgery P.C.

Financial Agreement

Insurance
Insurance programs are complicated and make different requests of you and of our office.  Since our office handles over 30 different insurance plans, it is to your benefit to know your coverage and supply our office with your complete insurance information.  Your insurance is a contract between you and your insurance company.  As a courtesy to you, we will estimate your cost and send your claim to your insurance company.  You will be responsible for your total bill at the time of service.  We will be glad to pre-determine benefits for you; however, this is not a guarantee of payment from your insurance company.  Your insurance company will make payment after we submit the claim for your treatment. If your insurance pays less than estimated, you will be responsible for payment in full within 30 days.  If your insurance pays more than estimated, you will be refunded the appropriate amount based on your initial payment.
I understand I am financially responsible to Four Corners Oral and Maxillofacial Surgery, P.C. for charges not covered by insurance.  I agree to relinquish to Four Corners Oral and Maxillofacial Surgery, P.C. and authorize them to deposit any insurance checks I receive on my insurance account in my name.
I also understand that in the event of default, whether or not legal proceedings are instituted, a reasonable collection fee will be charged for any debt I incur for my treatment. I will be responsible for all legal costs in the event I default.  If I fail to give 24 hours advance notice to cancel a surgical appointment, I understand that there will be a charge of $150.00.  I have reviewed the treatment for the consultation and surgery.  I understand I am responsible for the entire balance, and will comply with the terms of this agreement.  Accepted methods of payment: cash, money order, check, credit card.  There is a $25.00 charge on returned checks.

Total____________     Due at time of service_______________
_____________________________          ____________

Signature of responsible Person               Date

_____________________________          ____________

Signature of Witness


      Date
DENTAL 

INSURANCE: ________________________________________________

MEDICAL 

INSURANCE: ______________________________________________          

SECONDARY

MEDICAL 

INSURANCE: ______________________________________________          

Please note that if your primary insurance is MEDICARE, they will not pay for anything relating to teeth, gums, or dental structures.

PLEASE READ AND SIGN

Disclosure Statement: You are responsible for payment of all charges including reasonable attorney’s fees, all costs of collection, and return check charges. All accounts are due and payable in full when the service is rendered. All past due accounts are subject to interest.
I HEREBY AUTHORIZE FOUR CORNERS ORAL AND MAXILLOFACIAL SURGERY, PC TO RECEIVE PAYMENT FOR SERVICES RENDERED. I ALSO AUTHORIZE THIS ENTITY TO FURNISH INFORMATION TO ANY PAYER FOR THE PURPOSE OF CLAIMS PROCESSING. I HEREBY ACKNOWLEDGE RECEIPT OF THIS FORM WITH FULL DISCLOSURE STATEMENT ABOVE AND I AGREE TO BE BOUND BY ITS TERMS AND CONDITIONS.
________________________________________________

Signature of Patient or Legal Guardian

           Date

