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C
oordination O

f B
enefits Inform

ation:
If a patient is eligible for coverage under tw

o or m
ore dental care program

s, a claim
 m

ust be filed in the correct order w
ith

each carrier.  To determ
ine the order of benefit paym

ent, the plan covering the patient as the em
ployee has the prim

ary
responsibility before the plan covering the patient as a dependent.  If patient is a dependent child, prim

ary coverage is w
ith

the parent w
hose birthday com

es first in the year.

P
L

E
A

SE
 N

O
T

E
:

W
e w

ill gladly file your insurance as a courtesy to you, but you are responsible for the paym
ent of any charges not covered

by your dental insurance.  W
e ask that your portion of the charges be paid at the tim

e of the appointm
ent unless prior

arrangem
ents have been m

ade w
ith the Financial C

oordinator.  T
he U

ndersigned hereby authorizes the release of any
inform

ation relating to all claim
s for benefits subm

itted on behalf of self and/or dependents.  It is further expressly agreed
and acknow

ledged that the signature authorizes the dentist to subm
it claim

s for benefits, for services rendered or to be
rendered w

ithout obtaining signatures on each and every claim
 to be subm

itted.  T
he undersigned w

ill be bound by this
signature as though he/she had personally signed the particular claim

.  T
he undersigned also understands that a finance

charge of 1.25%
 w

ill be added to accounts 30 days or older.

SIG
N
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D

_________________________________________________________________________________________
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A

T
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_________________________________________
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C

T
IC

E
S

– You m
ay refuse to sign this acknow

ledgm
ent –

I,
_______________________________________________

, have received a copy of this
office’s N

otice of P
rivacy P

ractices.

P
lease print nam

e
________________________________________________________________________

S
ignature

_______________________________________________________________________________

D
ate

___________________________________________________________________________________

F
O

R
 O

F
F

IC
E

 U
S

E
 O

N
LY

W
e attem

pted to obtain w
ritten acknow

ledgm
ent of receipt of our N

otice of P
rivacy P

ractices, but
acknow

ledgm
ent could not be obtained because:

❑ 
 Individual refused to sign

❑ 
 C

om
m

unications barriers prohibited obtaining acknow
ledgm

ent

❑ 
 A

n em
ergency situation prevented us from

 obtaining acknow
ledgm

ent

❑ 
 O

ther (please specify)
_________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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akota 57732
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elephone (605) 578-3810  •  Fax (605) 578-3812
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