


I understand that I am responsible for services rendered and any service not covered by my insurance. I authorize the doctor to 
release all information necessary to secure payment of benefits. I authorize this signature on any insurance submission manual 
or electronic.

In consideration of the services to be provided to me, I hereby guarantee payment in full of my account in accordance with the 
financial arrangements made at the time of service. If no such arrangements are made or in the event of default in payment, 
reasonable collection agency fees equal to thirty percent of the delinquent balance shall be added to the amount due on the 
account, plus any applicable court costs or attorney fees.

I consent and agree that Bruner Dental and its affiliates may use any written electronic or verbal means to contact me on the 
phone number I provide by calling or texting, including use of an autodial program or by an artificial or pre-recorderd voice 
or by email address I provide. These calls, texts, or emails may be to deliver billing or account information,  surveys or other 
business-related reasons. The provisions of services is not conditioned upon this consent and I undertand that I may revoke the 
consent at any time by providing a written notice.

PAYMENT IS DUE AT TIME OF SERVICE		  | __________________________________      ______________
							         SIGNATURE				               DATE

Our office is HIPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by 
OSHA, the CDC and the ADA.

FINANCIAL RESPONSIBILTIES


