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3300 Kemp Road
Beavercreek, OH 45431

office: 937-426-6860

www.germanorthodontics.comCreating Classic Smiles since 1987

Insurance Information

We are committed to providing you with the best possible care, and are pleased to discuss our professional 
fees with you at any time. Your clear understanding of our Insurance Protocol is important to our professional 
relationship.

We must emphasize that our relationship is with you, not your insurance company. It is your responsibility to 
provide us with correct insurance information.

      • Your insurance is a contract between you, your employer, and the insurance company.
      • We will process the claims for your insurance with the information provided by you as a courtesy.
      • It is your responsibility to make sure payments are made in a timely manner.
      • Please make sure our office is aware of any changes in coverage or carrier.
      • If for any reason your insurance does not pay, it will be necessary for us to bill you directly for the charges.
      • Any insurance account over 6 months past due will automatically be billed to you.

Thank you for understanding our Insurance Protocol. If you have any questions about the above            
 information, please ask us. We are here to help you.

	 Patient	 _________________________________________________  ID# ______________________

	 Insurance Company (Primary/Secondary) ________________________________________________

	 Insurance Address __________________________________________________________________

	 Insurance Phone ____________________________________________________________________

	 Insured Name ___________________________  SSN  ____________________Birth Date _________

	 Employer ___________________________________  Group # _______________________________	

	 Verified Lifetime Orthodontic Max _______________________________________________________

1. I have read the above information. I understand and agree that I am responsible for the payment of all
professional services rendered.
2. I authorize payment directly to German Orthodontics for any charges covered by insurance.
3. I authorize the release of any medical information necessary to process insurance claims.

Signature ______________________________________________________	 Date ___________________


