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Sam Osseiran, D.D.S., M.S., M.A.G.D.

Financial Policies

YOUR SIGNATURE AT THE BOTTOM OF THIS PAGE INDICATES THAT YOU UNDERSTAND
AND AGREE TO OUR FINANCIAL POLICIES.

Full payment is due at the time services are rendered.

FOR PATIENTS WITH INSURANCE:

We do accept assignments of your insurance benefits; however, we do require that your
co-payment and deductible be paid in full at the time of your appointment. The balance is your
responsibility whether your insurance pays for your treatment or not. In the event that your
insurance does not pay as much as we anticipate, you are responsible for the remaining bill. It is
imperative that you inform us of any changes in your insurance coverage PRIOR TO TREATMENT.

Although we will be happy to assist you in any way we can, your insurance policy is a contract
between you, your employer, and the insurance company, and you are responsible for knowing
your benefits. Please be aware that some, or perhaps all, of the services provided may not be
covered (or may be considered at an alternate benefit). If there is a problem with your insurance
company, we will try to help.

Any claims unpaid within 60 days of the date of service become the patient's responsibility.

e Payment may be made via Cash, Check, Discover, MasterCard or Visa

A charge of $50 per half hour may be applied to your account for broken appointments,
unless a 48-hour notice is given

e Thereisa $30 +$5 bank fee for all returned checks

| understand the above and agree that if full payment is not made within the 60 day grace period,
that I am responsible for the balance. If my account goes to a third party for collection, |
understand that | will be responsible for any fees involved in the collection process. This includes
but is not limited to court costs and attorney fees in addition to the outstanding balance.

Patient Name: Date:

Signature X:
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