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OFFICE POLICY 
PAYMENT IS DUE WHEN SERVICE IS RENDERED.  We will bill most insurance companies for 
you as a courtesy, provided we have all the necessary information.  It is your responsibility to verify with 
your insurance carrier as to whether you are covered for the medical services provided to you, e.g. 
physician consults, injections, diagnostic testing, lab testing.  Any deductibles, co-payments, or balances 
not paid by the insurance company are your financial responsibility.  This applies to all insurances 
including Medicare. 

CO-PAYMENTS AND DEDUCTIBLES ARE DUE WHEN SERVICES ARE RENDERED.  Insured 
patients are responsible for all charges not paid by the insurance company within 45 days after the date of 
service.  Payment arrangements can be made on an individual basis AT OUR DISCRESTION.  We 
reserve the right to withdraw the extension of credit. 

CANCELLATION POLICY.  Patients who fail to cancel an appointment within 24 hours of the 
appointment time may be subject to a fee up to your co-payment amount billed directly to the patient. 

RETURNED CHECKS POLICY.  PLEASE BE ADVISED THERE IS A SERVICE FEE OF $20.00 
ON ALL RETURNED CHECKS.  

PATIENT AGREEMENT AND ASSIGNMENT OF INSURANCE BENEFITS. 
I agree to pay reasonable attorney’s fees and costs should legal proceedings be necessary to collect any 
portion of the bill or to enforce this agreement.  I also agree to permit my Physician to consult with any 
other Physician should he/she believe it necessary and I agree to pay for said consult.  If any surgical 
procedures are to be performed, I authorize my Physician to engage the services of another Physician and I 
agree to pay for said services.  I hereby authorize my Physician to release any information acquired in the 
course of my examination and treatment.  I further authorize payment of insurance benefits to be paid 
directly to my Physician. 

AGREEMENT TO DISCLOSE INFORMATION.  I hereby state that my ailment, injury (ies), etc., are 
not due to any type of personal injury, motor vehicle accident, etc., for which I am seeking damages.  I 
agree that if at any time after receiving treatment as a direct result of any type of motor vehicle accident or 
personal injury, I will disclose this information to A+ DENTAL and sign the appropriate lien(s) in favor of 
A+ DENTAL, Philip W.S. Park D.D.S., and staff.  I understand that the disclosure of insurance and other 
information is necessary in order that the services I receive are paid in full.  The non-disclosure of the 
information to Torrance Family and Urgent Care pertaining to my legal case for said injury might make me 
personally responsible for all charges incurred at the Torrance Family and Urgent Care. 

PATIENT UNDERSTANDING OF OWNERSHIP.  I understand that A+ DENTAL is owned by Philip 
W.S. Park DDS. 

CONSENT TO TREATMENT.  I understand that the treatment to be received by me at the A+ DENTAL 
will be administered only upon full and complete disclosure of benefits, potential risks, and complications 
of said treatments, and that my informed consent to the treatment to be received by me will be obtained 
prior to my receiving said treatment. 

I declare under penalty of perjury under the laws of the State of California that I have read the foregoing, 
that I understand it, and that by executing this document on this ____ day of ____________, 20__, in the 
City of San Pedro, I accept and agree to its contents. 

Patient’s Signature________________________________________ Date of Birth___________________ 

Print Name______________________________________________ Date__________________________ 
(Please print clearly)

Parent/Guardian__________________________________________ Date__________________________ 




