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FINANCIAL RESPONSIBILITY AGREEMENT
AND
ASSIGNMENT OF INSURANCE BENEFITS
I hereby authorize my signature on all insurance claim forms at the offices of Kalispell Family Dental for payment directly to them for services rendered. I authorize Kalispell Family Dental to make and send copies of dental records that may be needed to file my insurance claims. 
I understand that I am financially responsible for all charges incurred regardless of whether my insurance pays or not. 
I understand that office policy requires payment in full or the estimated portion not covered by insurance at the time of service unless other arrangements have been made. 
I understand that should I default on payment of my account and collection agency services are required, all costs of collections up to 40% of the balance, including attorney/court costs will be added to the balance of my account. 
This authorization shall remain in effect and may be applied to all future services rendered for me or my dependents for up to three (3) years from the date of signing. This authorization may be withdrawn in writing before the three (3) years has run, however, the collection provision shall remain in effect as to services already rendered and the provider may refuse future medical care or services, unless another agreement is signed allowing for collection fees and costs as set forth above. 
Print Name: ____________________________ Date: _______________
Signature: ___________________________________________________
