




Patient Acknowledgment of INSURANCE BILLING and ESTIMATION POLICY 
 
I agree that I am ultimately responsible for charges resulting from dental treatment and diagnosis by Dr. 
Hall and Dr. Jimes. 
I agree that I am responsible for the providing up-to-date and accurate insurance information to the 
office.  Furthermore, I am responsible for making sure that any changes to my insurance are promptly 
given to the business office staff. 
I am responsible for understanding my insurance policy-- including all clauses (i.e.: alternate benefit 
clause as it applies to tooth-colored fillings and crowns), which may affect reimbursement. 
I agree to pay estimated patient's portion of any charges at the time of service.   
I have read and understood Dr. Hall and Dr. Jimes' insurance policy and policy on estimating the 
patient's portion.  I understand that the estimate may be inaccurate depending on the clauses in my 
policy.  I agree to pay the difference in fees if applicable.   
 

 
 

 

 
 
 
 
I have read and understand ALL of the above acknowledgments: 
 
 
_____________________________________  on __________________ 
Patient or Responsible Party        Date 

Patient Acknowledgment of Predetermination of Insurance Benefits 
 

I understand that I have the option to request a predetermination of benefits BEFORE I proceed with 
any dental treatment.  A predetermination is NOT a guarantee of payment by the insurance and is 
subject to change. 

Patient Acknowledgment of ALTERNATE BENEFIT CLAUSE and AMALGAM POLICY 
I have read the Alternate Benefit policy.  I realize that Dr. Hall and Dr. Jimes restore teeth with 
composite fillings and use the highest quality materials in all situations on a routine basis.  I understand 
that many insurance policies pay for restorations based on an amalgam fee or a base-metal crown 
restoration.  As a patient, I will be responsible for the difference between the two fees and my 
percentage of the lesser fee. 

Patient Acknowledgment of MISSED APPOINTMENT POLICY 
Our practice is dedicated to your quality care and is pleased to reserve appointment time for you. 
Should a change be necessary, we require a minimum of 24 hour notification. I realize that if I cancel 
or no show for my appointment, I will be charged for the visit.  The missed appointment fee is $50.00 
per hour.  And will be pro rated to the appointment time.  Situations involving unforeseen 
circumstances will be considered on a case-by-case basis by the office.  Please understand that another 
patient or emergency could have used that appointment time.    




