EMERGENCY CONTACT
Name: _______________________________________    Relationship to Patient: ___________________

Address: __________________________________________________________​​​​​​​​​​​​​​​​___________________

Telephone Number_____________________________________________________________________

                                 Home                                                 Work                                     Cell

AUTHORIZATION

I herby authorize Joseph P. Schmieder, D.M.D. to furnish all information concerning treatment to my insurance carrier.  I herby assign all benefits payable to Joseph P. Schmieder, D.M.D. for any and all dental services rendered to my dependents and myself.  I understand that this assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original.  I understand that I am financially responsible for all amounts not covered by my insurance and that payment is expected when services are rendered.

X _________________________________________    Date: ______________________________
         Signature of Patient or Responsible Party

SCENIC DRIVE DENTAL CENTER, LLC

 BILLING POLICY
Thank you for choosing us as your dental health care provider.  The following is a statement of our billing policy which we suggest you read prior to receiving services.

REGARDING INSURANCE:
We accept assignment of insurance benefits.  However, your insurance policy is a contract between you and your insurance company.  Dr. Schmieder is not a party to that contract.  If your insurance company has not paid your account in full within 60 days of billing, the balance will be billed to you.  Some co-pays and deductibles are due at the time of service.  Due to the differences in insurance plans, please be aware that some, and perhaps all of the services provided may be non-covered services under your particular insurance agreement.  Pre-authorization is not a guarantee of payment.  
Interest of 1.5% on balances after insurance has paid will be charged to you monthly. 
USUAL AND CUSTOMARY RATES
Dr. Schmieder is committed to providing the best care for our patients and are fees are usual and customary for our area.  You are responsible for payment regardless of an insurance company’s determination of usual and customary rates.
RETURNED CHECKS
A fee of $25.00 will be charged for any returned checks.

FAILED APPOINTMENTS

Unless 24 hours is given for cancellations there will be a broken appointment fee applied to your account. The fee will range from $25-$75 depending on length of appointment.
LATE ARRIVALS
In order to be fair to all of our patients, this office reserves the right to reschedule any patient who arrives 10 minutes or later for an appointment. We try to keep on schedule and when we take patients later than their appointed time it pushes everyone else back.

COLLECTIONS
I understand that I am fully responsible for the charges.  Any unpaid balance requiring Collection or Attorney Fees will be added to the charges.
In collection efforts I authorize Scenic Drive Dental and/or their affiliates to contact me by the cell phone number that I have provided.
I HAVE READ AND UNDERSTAND THE ABOVE STATEMENTS


           Patient or responsible party signature

