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Patient Financial Responsibility Form

I, _____________________________________________________, understand that I am financially responsible for any and all fees 

incurred during my dental treatment if they are not covered by my dental insurance. I understand that my dental insurance has certain 

limitations and restrictions, such as authorization requirements, waiting periods, as well as non-covered services. 

I agree to pay all outstanding fees at the time they are presented to me upon check out. 

______________________________________________  ___________________ 

Signature of person financially responsible for account        Date 
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