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I, _____________________understand my dental insurance is a contract between the insurance carrier and me, not between YDE Dental Care and the insurance carrier. Therefore, I am responsible for all dental fees. I understand I will be charged for all dental treatment and that any payments received by YDE Dental Care from my insurance carrier will either be credited to my account or refunded to me if I have paid the dental fees incurred. Any fees not paid by my insurance 60 days after treatment are my responsibility. 

General: Understand that regardless of any insurance status, you are responsible for the balance due on your account.  You are responsible for any and all professional services rendered.  

MISSED APPOINTMENTS: Unless we receive notice of cancellation 48 hours in advance, you will be charged $50.00.  Please help us service you better by keeping scheduled appointments. 
 
INSURANCE: Please remember your insurance policy is a contract between you and your insurance company.  We are not a party to that contract. As a courtesy to you, our office provides certain services, including a pre-treatment estimate which we send to the insurance company at your request.  It is physically impossible for us to have knowledge and keep track of every aspect of your insurance.  It is up to you to contact your insurance company and inquire as to what benefits your employer has purchased for you.  If you have any questions concerning the pre-treatment estimate and/or fees for service, it is your responsibility to have these answered prior to treatment to minimize any confusion on your behalf.  
 
Please be aware some or perhaps all of the services provided may or may not be covered by your insurance policy.  Any balance is your responsibility whether or not your insurance company pays any portion. 


_______________________________________                                     _________________________
         Patient/ Responsible Party Signature                                                                     Date



_______________________________________                                    __________________________
                  Staff Member Signature                                                                                    Date
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