






OFFICE POLICY 

In an effort to keep health care cost down while maintaining a high level of professional care, we have 
established the following financial policies for payment or treatment. Your co-payment is due in full at the time 
of treatment for each·visit unless prio.r arrangements have been made with our office manager. We accept cash 
checks, debit cards, Visa, Mastercard, and American Express. We file your insurance as c3: courtesy. We do not' 
assume responsibility if your insurance company does not pay on your filed claim. We will ac.cept payments 
from your insurance polic)_'- Current insurance information must be on �le and updated at each visit. THE 
PATIENT IS RESPONSIBLE FOR ANY NON-COVERED OR UNPAID INSURANCE BALANCE AFfER 
30 DAYS FROM THE.DATE OR TREATMENT. Any treatment not paid by your insurance for any reason is 
your responsibility. If unable to keep_ your appointment, PLEASE NOTIFY US WITHIN 24 HOURS. 
f<'AILURE TO DO SO WILL RESULT IN A-BRO�N APPOINUvffiNT CHARGE OF $40.00. There is a 
G25.00 service fee for return checks. Any radiographs taken in the office are Property of J. Patrick Wharry, 
JDS .. There will be a $25:oo fee for any duplication of x-rays. 

I have read and understand the above office policy and I agree to the terms. 

>atient/ Guardian Signature Date 

ASSIGNMENT OF INSURANCE BENEFITS TO DENTIST 

agree to assign benefits from my insurance company to J. Patrick Wharry, DDS in the· course of dental 
·eatment in his office. The treatment and financial plans have been explained and presented to me and the
isurance company's portion has been estimated. l understand that after the insurance company has paid their
ortion to the doctor; the remaining amount (known as co-payment) is due and payable to J. Patrick Wharry,
•DS. I agree to assign-benefits to J. Patrick Wharry, DDS from the date of signature below until 1 (one) year
ad t (one) day later. Notice in writing will be given by me or the responsible party in my family to. extend this
�eement for an additional year.

1tientName Date 

1tient Signature Date 

�sponsible party signature Date 

mtist Signature Date 
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