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BERNARD A, AVENDANIO, D.D.S,, P.C.

2929 Carhisle, Suite 100
Dallas, Texas 75204
214-953-0906

ASSIGNMENT OF BENEFITS AGREEMENT

Owr office will accept an assignment from your insurance company with the following provisions, It is
impormant o understand, thougl, that the contract reparding your dental benefits is between you, your
employer, and your insurance company. The obligation you have with our practice is to pay for treatment,
regardless of the amount thil way or may not be reimbursed by your insurance company. The following
provisions identily our policies governing insuranec.elaims, ;

*  Although we are willing 1o complete insurance information forms and submit a claim on your
bahalf, we do not aceepl respensibility for the outeome of the transaction. Complating insurance
forms is a courtesy we extend to you in an ¢{fort to maximize your insurance reimbursement. By
having ouvr office process your insurance forms, it is important that you understand that this docs
not eliminate your lMnancial obligation for your weatment.

»  We require you to sign this form and/or any other necessary assignment documents that may be
required by your insurance company. This instmicts your insurance company 1o make payment
directly ta our ollice,

»  We require you to pay the co-payment, which is the amount not covered by your insurance
company, at the time we provide service to you.

*  Tnsurance payments ordinarily are receivad within 30-60 days [rom time of billing. If' your
insurance company has not made payment to our office within 60 days, we will ask you to pay the
balance duc at that ume. You will be responsible for seeking reimbursement from your insurance
compauy at that ime,

«  Qur office does not guarantee that your insurance company will pay for treatment you receive
from our practice, We pertorn routing insurance bitling procedures upon verification of coverage.
However, if your ¢laim iz denicd, you will be responsible for paying the futl amounr at that time.

o Qur office will not enter into a dispute with your insurance compuany over any claim, although we
will provide necessary docwimentation your insurance cornpany requests to sort out any confusion
or yueslions that may arise. We will cooperate fully with the regulations and requests of your
insurance company. I1 15 ultumalely your responsibility to resolve any type of dispute over
payments made or no made by your insurance company.

[ HAVE READ AND UNDERSTAND THE ABOVE TERNS AND CONDITIONS, T AUTHORIZE
MY INSURANCE COMPANY TO PAY MY DENTAL BENEFITS DIRECTLY TO THE
DOCTOR.

I AUTHORIZE YOU T DEBIT MY CREDIT CARD TF YOU HAYE NOT RECEFVED
PAYMENT FROM MY INSURANCE COMPANY WITHIN 60 DAYS OF RECEIVING
TREATMENT.

PRINT NAME SIGNATURE DATE

CREDIT CARD NUMEBER/TYPE EXPIRATION DATE





