The following information is for our records only:
Endodontics

And
Endodontic Microsurgery
_______________________________________________________________________________________________
David Abdelmalak, D.D.S., M.M.Sc., Inc.
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 818-242-8955          
WRITTEN FINANCIAL POLICY
The purpose of this financial policy is to inform you of your financial responsibility on any debt and your responsibility for payment in full even though you may have insurance coverage.  

Initial office visits    We require that the initial office visit be paid for on the day of the visit. Our office accepts cash, Master Card/Visa, Check or Money Orders.  

Broken appointment policy:  If it is not possible for you to keep your appointment, please contact our office at least 24 hours ahead of time. We reserve the right to charge $25.00 for appointments canceled or broken without twenty-four hour advance notice.  

Our policy concerning patients with dental insurance:  Patients who are covered by any form of dental insurance should know that PAYMENT FOR SERVICES RENDERED IN THIS OFFICE MUST BE MADE AT THE TIME OF TREATMENT.

Since your regular dentist may see you or your family members over many years, he or she may elect to make other financial arrangements for his services. However, in a specialty practice in which we normally see our patients for only a limited number of visits we are unable to make any other financial arrangements except payment for services as they are rendered.  

However, we will complete the doctor's portion of your insurance claim form for you and list the services which have been rendered, so that you may receive payment of all benefits due to you from your insurance company.   

Many dental insurance policies differ in the amount they allow for endodontic treatment, and a few policies do not cover endodontic treatment at all. Most misunderstandings can be avoided if you check with your insurance company to see exactly what your insurance does or does not cover.  In most cases we can verify your benefits online. To help us do this, we will need your insurance information.  

Collection agency policy   As stated above, all balances are due and payable upon receipt, unless prior arrangements have been made. If the fee for services rendered remains unpaid and no prior arrangements have been made, it is our policy to turn the account over to our collection agency and charge any costs incurred to the undersigned.  

I have read the above financial policy and understand the terms and conditions
Date_________________ Signed_____________________________________________________

 SS#  __________________________  Driver License # ________________________
Single: ______Married: ______ Minor: ______  Mr._______  Mrs. _________ Ms. ______ Dr.________
Patient: ______________________________________________________________


(FIRST NAME)    

(MIDDLE INITIAL)

(LAST NAME)
Home Address:​​ ________________________________________________________



(STREET)

(CITY)

(ZIP CODE)
Home phone: (_______)_______________Cell (_______)_______________________

Work: (_______)_______________Ext_____  Date of Birth: ______/______/________
Emergency Contact:
Name: ______________________________ Relationship: ______________________ 

Home Phone: (______) ____________Work Phone: (______) ___________________  

Dentist who referred you: ______________________City: ______________________

Employed By: ___________________________________ City: __________________

Name of dental insurance: __________________________ State: _________________

Policy Holder Information:
 _____________________________________________________________________

(FIRST NAME POLICY HOLDER)    

(MIDDLE INITIAL)

        (LAST NAME)
Birthday: _______/________/________ Relationship to insured: _________________

SS#: _______________________________ Name of Employer: ___________________________________

Address: _____________________________________________________ Phone: ____________________

PERSONAL REPRESENTATIVE AUTHORIZATION FOR MEDICAL RELEASE FORM
I Authorize this facility to speak to the following family members or my personal representative regarding       
□ All medical information, including but not limited to records pertaining to examinations, 
treatments, consultations, billing records, x-rays and reports, history, laboratory findings,
admissions, discharge reports, treatment records, diagnosis, prognosis, records, Nurse’s, doctor’s notes and any other non-medical information in my file.

□ Only the following types of information:_______________________________________
The above medical information shall only be released to the following persons:

Family Member / Personal Representative      Relationship
Name:___________________________________________
                      Name: __________________________________________________
Signed: ________________________________  Date: _________________________
