ana authorize the dental staft to pertorm necessary dental services for the child named above, including but
not limited to x-rays and administration of anesthetics which are deemed advisable by the doctor, whether
or not I am present when the treatment is rendered.

INSURANCE ASSIGNMENT AND RELEASE

I certify that I, and/or my dependent(s), have insurance coverage with . And assign
directly to Dr. Jeffrey Stein all insurance benefits, if any, otherwise payable to me for services rendered. I
understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the
use of my signature on all insurance submissions.

The above-named doctor may use my, and/or my dependants health care information and may disclose

such information to the above-named insurance company(ies) and their agents for the purpose of obtaining
payment for services and determining insurance benefits or the benefits payable for related services.

FINANCIAL AGREEMENT

I acknowledge that payment is due at the time of treatment, unless other arrangements are made. 1 agree
that I-am responsible for all fees and services rendered for treatment for myself or my minor/child. I accept
full financial responsibility for all such charges. I understand that filing a claim with my insurance
company does not relieve me from my responsibility for the payment of all charges. In the event that
payment is not received, I understand that 1-1/2% finance charge (18% APR) will be added to my account.
Should collection proceedings be necessary, I will be responsible for all fees incurred to collect such
monies.

Signature of Patient, Parent or Legal Guardian ' Date

Please print name of Patient, Parent or Legal Guardian Relationship to Patient



