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Office Financial Policy

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

IF WE PROVIDE TREATMENT: 

Patient/Guardian Signature: Date:

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.

San Antonio Endodontics will require a $50 minimum deposit fee for any scheduled treatment 
appointments. This fee will be refunded or credited to your account if appointment is rescheduled or 
cancelled at least 48 hour prior to scheduled appointments time.

PATIENTS WITHOUT DENTAL INSURANCE: Fifty percent of the total will be required at start of treatment
and the remaining balance is due upon completion of treatment. If we complete treatment in a
single visit 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 supposed to pay
based on information we receive from your referring provider and your insurance company.
Since insurance coverage varies with each individual plan, usually 25–75% of the cost of the
procedure is required at the time of service. We will bill your insurance for you.

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. Any insurance overpayment will be 
refunded to you within 30 days of claim payment.

PLEASE KEEP IN MIND THAT INSURANCE COMPANIES ROUTINELY INDICATE THAT COVERAGE 
VERIFICATION DOES NOT GUARANTEE CLAIM PAYMENT.

Please read all disclaimers, initial and sign below:
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 Endodontics or their providers. Payment must be made at the time of services  
are rendered unless prior arrangements are made. I am responsible for the entire balance on  
my account.

If San Antonio Endodontics has not received insurance claim payments within 90 days of the
original filing (up to two claim submissions) I will be responsible for paying the remaining
balance on the account on the indicated due date reflected on my statement. I will also be
responsible for all cost of collection if applicable.

A cancellation fee for a missed appointment without a 48 h notice is subject to a $50.00 treatment
charge. I agree to leave a credit card on file to secure my insurance claim (if applicable).

I have read and understand the financial commitment and payment policies of  
San Antonio Endodontics

David L. Cloutier, DMD • James S. Ball, DDS & Associates


