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Important Information For Qur Patients

Dental Insurance:

We are glad to help you in obtaining the maximum reimbursement from your
dental insurance plan. Most plans only assist with a portion of the dental fee,
which means you will be responsible for your total treatment fee the time of
service. Once your plan has been verified, we will, as a courtesy, file your
insurance. Payment is expected at the time of treatment, unless prior
arrangements have been made.

Payment Options:

For your convenience, we accept cash, VISA, MasterCard, American Express,
Debit Cards, and personal checks.

Appointments:

Our appointments are scheduled to respect your time. We reserve a specific time
for your care and we make every effort to see you at that appointed time. We
appreciate your promptness and consideration in not changing your scheduled
time. However, a verbal confirmation is required 24 hours before the time of your
appointment, if a verbal confirmation is not given we have to reschedule your
appointment for another day. If you do need to change an appointment, a 48-hour
notice is expected. There is a $50.00 charge for less than 48hrs notice.

ASSIGNMENT AND RELEASE

We invite you to discuss with us any questions regarding our services. The best
Dental health services are based on a friendly, mutual understanding between
provider and patient.

Our policy requires payment in full for all services rendered at the time of visit,
unless other arrangements have been made with the business manager. If account
is not paid within 60 days of the date of service and no financial arrangements



have been made, you will be responsible for legal fees, collection agency fees,
interest charges and any other expenses incurred in collecting your account.

» [ authorize the staff to perform any necessary services needed during diagnosis
and treatment. I also authorize the provider to release any information required to
process insurance for reimbursement.

= | understand the above information and guarantee this form was completed

correctly to the best of my knowledge and understand it is my responsibility to
inform this office of any changes to the information | have provided.

Signature Date

O  Adult patient
O Parent or Guardian
O Spouse



Yerg -t

PARKSIDE
DENTAL CARE

FERSOMALIZED & COMFORTABLE

PATIENT’S NAME

Last First Initial

I hereby authorize payment directly go to Ronald Barganier, DMD or Teri
W. Foy, DDS for dental benefits otherwise payable to me. If policy dictates that
payment be made directly to me, the patient, then I authorize that payment be
addressed to and endorsed by Ronald Barganier, DMD or Teri W. Foy, DDS.

Signature (Insured Person)

Date

Signature is valid for 3 years from the above date, unless revoked by me at
an earlier date.

RONALD BARGANIER, DMD « 6713 TAYLOR CIRCLE, MONTGOMERY, AL 36117 -+ (334) 2719916 FAX: (334) 271-3148






