Dr. Jonathan I. Kalika  D.M.D.
Daryl B. Potyczka D.D.S.

Country Club Family Dental PLLC

480-964-8982
Date____________________

I, _________________________understand that Dr. Kalika and Dr. Potyczka office cannot receive a guarantee from my insurance carrier, with regards to my benefits, they can only submit a pre-treatment authorization. I understand that my insurance is an agreement between my insurance company and myself.

I also, understand that I am responsible for the balance of my dental account regardless of my insurance. I will also be responsible for any and all fees associated with collection of this debt.
I understand the following:

1. The majority of insurance carriers only cover the cost of an (silver) amalgam filling and not the composite (tooth colored) filling on any other teeth other then the front anterior teeth. I understand that I will be responsible for this difference plus my co-insurance and/or deductible.

2. A denial of benefits doesn’t mean that treatment wasn’t necessary but that it is not a covered benefit under my plan.

3. I am responsible for my deductible of $___________.

4. I understand that my cost and co-pays vary by procedure.

5. Standard Dental Policies are paid as follows: 

i.   Preventive

100% (EXAMS, REGULAR 6MONTH CLEANINGS, XRAYS)
ii.  Basic

50%-80% (fillings)

iii. Major

50% (crowns, bridges, partials, dentures)

iv. Endodontics
50-80% (root canals)

v.  Periodontics
50% (Root planning & scaling, gum disease)

(Your policy may differ based on the contract with your benefits department and your insurance carrier)
I understand that there may limitations & exclusions on my policy.  
I have read and understand the above listed information.

___________________________                 ________________________

Patient Signature



Date
