
AUTHORIZATION FOR SIGNATURE ON FILE
 
AUTHORIZATION FOR PAYMENT
 

I hereby authorize the office of Michael L. 
Beasley D.D.S to affix my name to any and aU claims and documents as related to any 
and all dental benefits due me and/or my dependants. 

I hereby authorize the payment of dental benefits otherwise payable to me, directly to the 
office of Michael L. Beasley D.D.S. 

I agree to be responsible for all charges for dental services and materials not paid by my 
dental benefit plan, unless the dental practice has a contractual agreement with my plan 
prohibiting all or a portion of such charges. To the extent permitted under applicable 
law. I authorize release of any infonnation relating to the claim. 

This "Signature On File" will be valid from this date 
And shall expire in one year. 

A photocopy of this document may act as an original. 

Today's Date Signature of Patient/Subscriber 

Witnessed By 

Updated 

Today's Date Signature of Patient/Subscriber 

Witnessed By 

Today's Date Signature of Patient/Subscriber 

Witnessed By 

Today's Date Signature of Patient/Subscriber 

Witnessed By 
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If you have Dental Insurance please answer the following: 

Insured Full Name: _ 

Address: _ 

City-State-Zip Code: _ 

Birth Date: 

Social Security Number: _
 

Employer: _
 

Employer Address: _
 

Work Phone: _ 

Insurance Company: _ 

Address: _ 

Phone Number: _ 

Policy/Group Number: _ 

Date of Employment: Union/Group/Emp # _ 

Please notify us of any additional insurance coverage or changes 

College Students-You must supply a copy of your current class schedule showing 
your insurance carrier you are a full-time student with 12 or more hours. If this infor­
mation is not available at your appointment, payment must be made in full at each ap­
pointment. 

WE DO OUR BEST to stay informed about your insurance plan. Please help us stay 
current by keeping us informed about policy/coverage changes. 

As a service to our Patients with Dental Insurance, we will provide & submit to insur­
ance carriers dental claims for services rendered. We will accept assignment for pay­
ment from the insurance carriers. Patients pay estimated co-payments/deductibles 
based on current insurance coverage at each appointment. These co-payments are 

ESTIMATES and the actual co-payment may be different than what was estimated. 

Services are rendered to the patient, not the insurance company. The patient or 
parent/guardian is responsible for charges incurred at this office during treat­
ment. You are responsible for payment of services provided ifyour carrier de­

clines to cover. 
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