Jensen Family Dentistry
Eric R Jensen, DMD

ALL PATIENTS READ AND SIGN
Payment is due at the time services are rendered. We accept cash, credit cards, checks and Care Credit.
If you receive a billing statement from Jensen Family Dentistry, it is due upon receipt. Statements not paid in a timely
manner may be sent to collections.
Missed appointments: There is a minimum charge of $25 for missed/cancelled appointments without 24-hours
advance notice. A larger fee may apply if the scheduled appointment time exceeds one hour.
____________________________________________
Patient or Guardian Signature and Date

DENTAL BENEFITS
Listed below are the dental insurance plans that Dr. Jensen is contracted with. If you have a plan not shown below, and
it is a PPO that will allow you to see a provider of your choice, we will file for you as an out-of-network provider.
*BCBS Federal

*Florida Combined Life PPO

*Guardian PPO

*Sun Financial PPO

Please provide your dental insurance information, if applicable.
Dental Carrier Name and Address: _________________________________________________________________
Carrier Phone Number: _________________________________________________________________________
Employer: ____________________________________________________________________________________
Subscriber Name and DOB: _____________________________________________________________________
SSN/ID No: __________________________________________________________________________________
Group No: ___________________________________________________________________________________
Please present your dental benefits card to the receptionist. If you do not have a card, you will need to provide all
necessary information. If you do not have all the information needed to file your claim or verify your coverage, you
will be responsible for all charges in full at the time of service. Eligibility is not a guarantee of coverage, as actual benefit
payments are determined only when a claim is processed. Any unpaid balance remaining will be your responsibility.
Please advise us of any services rendered previously at another office that may affect your coverage here due to time
limitations. Knowing your coverage, including waiting periods, and tracking your yearly deductibles and maximum, is
your responsibility.
INSURANCE WILL BE FILED AS A COURTESY
If no payment is received from your insurance company within 30 days, it becomes your responsibility. We will not
accept their excuses such as the dental office never filed, claim was not received or they were waiting on information.
You, the patient, are responsible for all charges and should follow up on all claims. Please request a predetermination
for any treatment over $200 if you are unsure of your coverage.
In the event that your insurance carrier pays less than the estimated amount, you are responsible for the unpaid
balance. If co-pays are not paid on a timely basis, payment in full will be expected at future visits regardless of your
insurance status. Please note verification of coverage is not a guarantee of coverage, as insurance companies frequently
misquote benefits. You are ultimately responsible for your account and knowing your policy’s terms.
VERY IMPORTANT
Treatment is determined by necessity, not by what your dental benefits will cover. We are here to provide you with
the best dental care, and our obligation is to our patients, not the insurance companies. Patients must understand their
dental plan is a contract between themselves, their employer, and the insurance carrier. The dentist has no power
over their plan and coverage.
I authorize the release of any information necessary for processing my claims. I have read and understand the above
information.
______________________________________________
Patient or Guardian Signature and Date

