
Office Financial Policy 
  

If we only provide Endodontic Evaluation (Limited Evaluation, Consultation): 
  

     This consists of an examination and testing, discussing the likelihood of maintaining the tooth and treatment 
options available to you.  Payment is due at the time of service.  Our office will bill your insurance and any 
payment made by them will be reimbursed to you.  
 

If we provide Treatment:  
   Patients without dental insurance:  Payment is due at the time of service unless prior arrangements have 
been made. 
   Patients with dental insurance:  We will estimate the portion your insurance is going to pay.  Since this varies 
for each individual, usually 25 - 75% of the cost of the procedure is required at the time of service.  We will bill 
your insurance for you.  Please keep in mind however; insurance companies routinely indicate that coverage 
verification does not guarantee payment. 
   Patients with dual insurance coverage: Your estimated portion that is not covered by your primary insurance 
will be collected at the time of service. Once we receive payment from primary insurance, we can bill 
secondary insurance on your behalf. 
u If your insurance pays more than the estimated amount, a refund check from this office will be mailed within 
1 month from the date payment is received in this office. 

u If your insurance pays less than the estimated amount, you will receive a statement from this office.  Your prompt 
attention is greatly appreciated!  NOTE:  If your insurance company does not reimburse us after 2 submissions, you will 
be responsible for the remainder of the balance since we were unable to collect from them. 
 
Please read and initial 

___   I (patient/guardian) authorize the release of any information relative to this insurance claim. As a courtesy 
my claim will be filed to my insurance with all the necessary forms and reports. I also understand that I am 
responsible for any fee the insurance company does not cover. 

___   I authorize that the payment of the group insurance benefits payable to me be made directly to San 
Antonio Endodontic Associates P.A. or their providers. 

___   Payment must be made at the time of services are rendered unless prior arrangements are made. I am 
responsible for the balance on my account. 

___  Cancellation fee for a missed appointment without a 24 h notice is subject to a 5% treatment charge. 

___   I authorize San Antonio Endodontic Associates P.A or their providers to charge any remaining balance 
after insurance payment is received to my credit card on file. 

___   If the insurance payment is not received within 60 days of filing the claim, the entire balance due will be 
charged to my credit card on file. 

___  I have read and understand the financial commitment and payment policies of San Antonio Endodontic 
Associates, P.A. 

 

Patient/Guardian Signature         Date      


