
 
Insurance Assignment Agreement 

 
 

Patient Name: __________________________ Patient Phone #: _________________________ 
 
Insurance Company: _____________________ Credit Card Info: _________________________ 
 
         Expiry: _______  V-Code: ______ 
 
This office is pleased to accept your case on assignment as soon as your insurance company and or the 
responsible party confirm your eligibility. Our office agrees to file your claim forms to assist you in 
every way we can for reimbursement. We must make it clear that insurance contracts are between 
you, the patient, and your insurance company; YOU ARE RESPONSIBLE FOR ANY AMOUNT NOT PAID 
BY YOUR INSURANCE COMPANY. (_____init.) Please be aware that it is ultimately the patient's 
responsibility to be aware of their coverage and benefits. (_____init.) By accepting your insurance on 
assignment, we are extending you CREDIT.  This courtesy may be withdrawn if circumstances below 
warrant. All of the following are applicable to your agreement except any unfilled lines. 
 
It is imperative that you understand these conditions and agree to them: 
 
1. You are required to sign informed consent medical records release forms as well as any other 
assignment documents required by this office and your insurance company. (_____init.) 
2. Co-pay/Co-Insurance, deductible payments and fees for non-covered services are due at the 
time of service. (_____init.) 
3. Your insurance company should provide an “Explanation of Benefits” to our office and the 
patient with 30 days of your office visit. If your insurance has not paid within 45 days, then you will 
be responsible to pay the balance due, and if not paid within 60 days the account is considered 
within default. (_____init.) You are responsible for all fees resulting in and associated with the 
collection of any outstanding balance. (_____init.) 
4. Our office does not guarantee that your insurance company will pay for services provided. 
(_____init.) 
5. Our office will not enter into a legal dispute with your insurance company over any claim. This 
is ultimately your responsibility and obligation. (_____init.) 
6. If you choose to discontinue your treatment plan or dismiss yourself from care against our 
advice you may be required by your insurance company to pay for your care at your own expense. 
(_____init.) 
7. You must supply us with a valid credit card number. Should there be any outstanding balance 
left on your account after the aforementioned time it will be charged to this credit card. (_____init.) 
8. Our office will submit only to your Primary Insurance Provider. Should you have Secondary 
Insurance Coverage you will be provided with the forms however, it will be your responsibility to 
submit them to your Secondary Insurance Provider. 
 
 



 
 
If you understand and agree with all the above policies, sign your name below and we will accept your 
insurance assignment as stated above. 
 
 
______________________________  __________________ 
Patient's Signature     Date 
 
______________________________  __________________ 
Authorizing Signature     Date 
           Patient Received Copy _____ 
 
 
 
 
OFFICE POLICIES/PATIENT AGREEMENT 
 
I acknowledge that I am financially responsible for non-covered services, deductibles, co-
pay/insurance and all fees resulting in and associated with the collection of any outstanding balance. I 
also understand that if I terminate my care and treatment, any fees for professional services rendered 
me will be IMMIDEATLY due and payable. 
 
I MUST KEEP MY SCHEDULED APPOINTMENTS in order to make the necessary corrections to my oral 
health, I understand that it is vital that I follow my treatment plan and follow the Doctor's 
recommendations. If I miss a visit (or visits) I understand that progress will not be achieved as quickly 
(or in some cases not at all). I also understand that if 24 hours’ notice of cancellation is not provided to 
our office a charge of $50.00 will be added to my account. 
 
 
 
 
 
 
Patient's Signature:______________________________  Date:_________________ 
 
 
 
 
Witness Signature:______________________________  Date:_________________ 
 
 
*Please note that NO amount will be charged to your credit card without the office first contacting 
you. 


