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O O Dentistry
n “serving the community with excellence”

| nsurance Agreement

I, ( patient/guardian name) , fully under stand
that it isa benefit provided to me when McCart Family Dentistry filesmy insurance
for any servicerendered or treatment performed. It ismy responsibility asthe
insured to inform the front office staff of any changesto my insurance policy. | fully
understand that M cCart Family Dentistry will estimate insurance payments based
on information provided by me and my insurance company. | also understand that
insurance companies may disclose inaccur ate infor mation when verifying my
benefits. If the insurance company does not pay for some or all services, | am fully
responsible for any unpaid / denied charges. A written insurance policy is provided
to me, not McCart Family Dentistry; therefore, it isalso my responsibility to verify
and understand my cover age.

Thank You,
McCart Family Dentistry

Signature: ( patient / guardian) Date:




