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Important for Our Patients 

Dental Insurance & Payment Policy: 

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 at the time of 

service. Once your plan has been verified, we will file the claim on your behalf as a courtesy to you. Payment is expected 

at the time of service, unless prior arrangements have been made. For your convenience we accept: Cash, Personal 

Check, VISA, MasterCard, Discover, American Express, Debit cards and CareCredit. In the case of a returned check, there 

will be a $30 charge added to the total amount due. 

I agree to be financially responsible for the cost of all services rendered to the patient by this office, and, I understand 

that if payment is not made when due, I agree to pay interest on the balance at 1.5 % monthly (18 % annually). In the 

event legal action results I, the undersigned, accept the fee charged as a legal and lawful debt and agree to pay said fee, 

including any/all collection agency fees (33.3%), attorney fees, and/or court costs if such be necessary. 

Signature: ________________ _ Date: ____________ _ 

Appointments: 

We respect the importance of your time and work very hard to schedule appointments that accommodate the busy 

needs of all our patients. We reserve specific times for your care and make every effort to see you at the appointed 

time. We appreciate your promptness and consideration in not changing your scheduled time. However, a verbal 

confirmation is required 24 hours prior to your appointment time. There is a $50 charge for any appointments that are 

cancelled or reschedule without proper 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. 

I 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. 

I understand all information held herein and guarantee that all the information given is correct to the best of my 

knowledge. I also accept the responsibility in immediately providing any changes in information, provided by me to this 

office. 

I hereby authorize payment go directly to Ronald T. Barganier, DMD for dental benefits otherwise payable to me. If my 

insurance policy dictates that payment be made directly to me, the patient, then I authorize that payment be addressed 

to and endorsed by Ronald, T. Barganier, DMD. 

Signature: ________________ _ Date: ___________ _ 




















