—
JAMES RIVER
DENTAL

Dental I nsurance I nformation **We do not file secondary insur ance**

Patient’'s name: First Ml Last DOB

Policy holder is the person witarries the insurance, usually through their employer.

Policy holder’'s name: First Ml Last

DOB Relationship to patient SS. #

Policy holder’s address City State Zip
Policy holder’'s employer Dental insurance name

Group number Policy holder/Patien(ifl#fferent than SS#)

If patient is over 18, is he/she currently enrolled ineg®l? (Please circle) Yes No

If yes, name of school (Please circle one) Fulbieme sPart time student

Please car efully read all of the following, then sign and date at the bottom.

I nsur ance filing

Filing insurance claims is a courtesy; you are expect&daw your benefits. If we cannot verify your insurance
coverage, you are responsible for all fees incurred. If inserdoes not pay your bill including what we estimated, we
will not be responsible for collecting from your insurance jgany. The patient is personally responsible for payment
of all dental services.

Co-pays and deductible

You will need to pay your deductible and co-pay percentagéseotiay services are rendered. If there is a balatere af
your insurance pays, you will receive a statement fronoffize. If insurance pays more than we estimate, you may
leave the credit on your account for future work, or regaiesfund check from our office.

Tooth-colored fillings

Composite (tooth-colored) fillings are now the standarchoé, amalgam (silver) is not. Some insurance compueiiles
not pay the difference for a composite filling on a badktolf this is the case with your insurance, you willecive
difference. If you would like an amalgam filling, you wileed to request so.

Statements after insur ance pays

We can only ESTIMATE what your insurance should pay, yeu@sponsible for all fees not covered by insurance and
will receive a statement for any unpaid amount.

Pre-Authorizations

If you are concerned about your insurance possibly not covenimgcedure, we will be glad to submit a pre-
authorization on your behalf. Please keep in mind pre-audtimis usually take several weeks to be processed by your
insurance company. We do not submit pre-authorizations untgsssted by the patient/ responsible party. (If you
would like a pre-authorization submitted, please inform asr gignature on this form is not a request for a pre-
authorization.)

| have read and completed all items in good faith and as accurately siblpos
| authorize payment of dental benefits to be paid directly to theqmddental office. | understand this form will
remain effective until a new “Dental Insurance Information” forncagnpleted and signed.

Signatureon file Date




