








Karla M. Stanz , D.M.D. 

 

Financial Policy 
  

Payment is expected at the time of services. We accept check, cash, or credit card (Visa, Master  

Card, American Express, Discover and Care Credit.)  

  

INSURANCE: We are happy to take assignment of benefits for your insurance with the  

following stipulations:  

  

1) A current PRIMARY dental insurance card must be brought at the time of the appointment or  

full payment will be expected.  

  

2) Deductibles, as well as any percentages not covered by your insurance, must be paid at the  

time of treatment.  

  

3) If payment is NOT received from your carrier within 60 DAYS, regardless of the reason,  

payment must be made by you in full within 10 DAYS of notification.  

  

4) A social security number must be on file, in order for our office to accept assignment of  

benefits.  

 

I also understand that I am responsible for payment of services rendered, and also responsible for  

paying any co-payment and deductible that my insurance does not cover. I hereby authorize the  

release of information necessary to process claims made by Karla M. Stanz, D.M.D. for services  

rendered to me. I authorize the use of this signature on all of my insurance submissions as well  

as authorize payment of insurance benefits to Karla M. Stanz, D.M.D.  

 

In the event any unpaid balance is placed for collection, with any third party collection agency,  

and/or with an attorney to obtain judgments or otherwise satisfy payment of this account, all  

collections fees will be added to the total amount due. This amount shall include any costs  

incurred directly or indirectly by the provider to collect amounts owed under this agreement.  

Costs include but are not limited to, collection fees, late fees, and accrued interest. These costs  

and fees will reflect the actual costs incurred.  

 

We have reserved your appointment time exclusively for you and would appreciate 48 hours  

notice. If you fail to do so a $50.00 cancellation fee will be charged.  

 

I understand the above terms and conditions as indicated by my signature below.  

 

 

Signature _____________________________________________________Date ____________ 
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