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Kurt Notarnicola, DDS
Board Certified Oral and Maxillofacial Surgeon
Tel: 973-601-0606      Fax: 973-601-1444     www.drkurtnj.com
FINANCIAL AGREEMENT

Please read the following and sign in the appropriate locations.  If you have any questions, please ask.

1. I ________________________________________________, the undersigned, assign directly to Morris Sussex Oral Surgery Associates, all insurance benefits, if any, otherwise payable to me for services rendered.  I understand I am financially responsible for all charges, whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure payment of benefits, manual or electronic.  Deductibles or co-payments, if applicable, must be made at the time of service.  
	Signature: _____________________________________________	Date: _____________________
	Name (printed):________________________________________________________________

2. Financial Agreement:  I acknowledge that payment is due at the time of treatment unless other arrangements have been made.  I agree that parents/guardians are responsible for all fees and services rendered for treatment of a minor/child.  I accept full financial responsibility for all charges not covered by insurance plans.  Estimated fees for service will be provided after examination.  Estimates are not guarantees of payment by your insurance company.  Your insurance company may pay less than estimated in which case you are responsible for the balance.  All legal/collections costs incurred will be the patient’s/guardian’s responsibility.  These costs will be added to the outstanding balance.  If any overpayments are made, a refund will be issued to the patient/guardian.  Please note there will be a charge of $50 for cancellations made within 24 hours of your appointment.
	Signature: _____________________________________________	Date: _____________________
	Name (printed): __________________________________________________________________

3. Minor/Child Consent:  I, _________________________________________ (parent/guardian), being the responsible party for _____________________________________ (child’s name), acknowledge that I am responsible for payment of all fees incurred for treatment.  Financial arrangements made between parents are not the responsibility of Morris Sussex Oral Surgery Associates. 
	Signature: _____________________________________________	Date: _____________________
	Name (printed): __________________________________________________________________
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