
Insurance Policy 

IMPORTANCE OF THE PATIENT AWARENESS REGARDING INSURANCE BENEFITS: 

Couch and Hammond Family Dentistry realizes how important insurance benefits are.  Please be 
informed that dental insurance is a contract between you and your insurance company.  Our role is to 
assist you with filing your claim.  We are providing the highest quality of care for you and your family 
regardless of insurance frequencies, limitations and/or restrictions.  If you have two insurance policies, 
be aware not all secondary policies will cover remaining portions.  Your insurance mails a copy of an 
Explanation of Benefits (EOB) to you.  Please pay attention to these statements.  It is your responsibility 
to provide us with any future changes in your insurance.  If any insurance services have been provided 
with any other dental office within the existing benefit year, please advise us.  
............... (Initials) I understand the above information. 

FINANCIAL POLICY 

In order to provide you with the highest quality care on a sound business practice, we research each 
insurance policy to the best of our ability and provide our patients the most accurate estimates of fees.  
Patient, parent, and/or guardian is responsible for the patient portion (copay) on the date of service.  
This is not your insurance company’s responsibility.  We will file all necessary claims to your insurance as 
a courtesy to you.  It is your responsibility to call your insurance company if they have not paid your 
claim within 45 days from the date of service.   
It is your responsibility to complete treatment and follow recommended maintenance schedule.  If the 
treatment and maintenance plans are not followed and/or appointments are missed, adverse results 
could affect your dental health.  If you do not proceed with your treatment plan in a timely manner, 
further treatment for the involved teeth, supporting tissues, adjacent and opposing teeth, muscles or 
joints can be affected. 
............... (Initials) I understand the above information.  

APPOINTMENT COMMITMENT 

We understand that your time is very valuable.  Trying to accommodate every patient’s individual needs 
and work schedule can be challenging.  We make every effort to stay on time so that our patients will 
not have to wait unnecessarily.  
Your appointment is a commitment of time between you and our office.  We ask that you make every 
effort to keep that commitment.  We do provide courtesy reminder calls within one week prior to your 
appointment, or we can email you at your request.  A broken appointment, one in which a patient does 
not call or show up is not acceptable.  If you find that you cannot keep your reservation, we do require a 
minimum notice of 48 business hours.  If our office is not notified within the 48 business hours, you will 
be subject to a $55 late cancellation charge.   
We truly appreciate your understanding.  Our goal is to be your partner in health and to assist you in 
keeping your teeth for a lifetime. 
…………… (Initials) I understand the above information. 
I understand and agree to the aforementioned, and promise to pay any/all remaining balance on my 

account. 

_________________________________________________________            Date ____________ 

                                     Signature 


