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Please read the following
Payment for services rendered by Shallowford Family Dental Group is the sole responsibility of the patient or legal 
guardian. Payment is due upon receipt of services. All charges not covered by Insurance are the responsibility of the  
patient/guardian. We no longer accept assignment of secondary dental insurance towards payment. We will fill out the 
forms to allow reimbursement to the patient. If there is any default in payment for services, the patient or guardian 
agrees to be responsible for any costs necessary to collect this debt. (Court Costs, Collection Fees, Attorney 
Fees, etc.). 

Initial:___________

Financial Agreement

If you have dental insurance 
As a courtesy, we accept payment from most insurance companies and will file your dental claim on your behalf. We will 
estimate your deductible, and any portion not covered by your insurance, and that amount is due at the time services are 
rendered. Our estimates may differ from your insurance company's calculations. I understand that insurance estimates 
are not a guarantee of coverage. Any amounts not paid by insurance, are the guarantor's responsibility. 

By signing below, I acknowledge that all services rendered will be charged directly to me and I am ultimately responsible 
for my account regardless of my insurance coverage. 

Initial:___________

Dental Insurance

I hereby authorize payment directly to Shallowford Family Dental Group for all insurance benefits otherwise payable to me  
for services rendered. I understand that I am financially responsible for all charges, whether or not paid by insurance, and 
for all services rendered to me, or my dependants. 

I authorize the above doctor and/or provider or supplier of the services in this office to release the information required to 
secure the payment of benefits. I authorize the use of this signature on all insurance submissions. 

Initial:___________

Assignment and Release

I ________________________________________, hereby authorize Shallowford Family Dental Group to take 
photographs, slides, and/or videos of my face, jaws, mouth, and teeth for my records and patient care. 

On occasion photographs, slides, and or videos are used in publications, or as part of a demonstration. My name or other 
identifying informations will be kept confidential. 
I do not expect compensation, financial or otherwise, for these photographs. 

Initial:___________

Photography Release

Printed Name of Responsible Party:__________________________________________

Signature of Responsible Party:_____________________________________________   Date:___________________
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






























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
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
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
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
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

















    
       





I authorize Shallowford Family Dental Group to perform all recommended treatment, including but not limited to:

Shallowford Family Dental Group
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