ENRIQUE M. OCHOA, D.D.S.  P.A.
COMPREHENSIVE DENTISTRY
3501 DEL PRADO BLVD. #209

CAPE CORAL, FL 33904

(239) 549-7644
INSURANCE NOTICE

DUE TO THE CONTINUOUS CHANGES IN INSURANCE POLICIES, IT IS NO LONGER AN EASY TASK TO INTERPRET EACH INDIVIDUALS POLICY.  ALTHOUGH WE TRY TO STAY AWARE OF THESE CHANGES, IT IS NOT ALWAYS POSSIBLE.

IT IS YOUR RESPONSIBILITY TO KNOW YOUR INDIVIDUAL COVERAGE.  FAILING TO COMPLY WITH THIS SUGGESTION COULD RESULT IN YOU, THE PATIENT, BEING RESPONSIBLE FOR ALL COSTS INCURRED.
PLEASE REMEMBER YOUR INSURANCE POLICY IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY, NOT WITH YOUR DOCTOR.

WE WILL ELECTRONICALLY FILE YOUR CLAIM AND EXTEND A 30 DAY GRACE PERIOD.  AFTER 30 DAYS WE WILL ASK YOU TO PLEASE PAY YOUR BALANCE.  WE UNDERSTAND THAT SOME INSURANCES MAY TAKE MORE TIME THAN 30 DAYS TO PAY.  WE WILL CONTINUE TO WORK WITH YOU TO TRY TO HELP YOU GET THE MOST OUT OF YOUR INSURANCE POLICY.
I_______________________ AUTHORIZE DR. ENRIQUE M OCHOA D.D.S.P.A ., AS AN ASSIGNMENT OF BENEFITS WITH MY INSURANCE.
I AUTHORIZE DR. ENRIQUE M. OCHOA TO PLACE ANY UNPAID BALANCE TO MY CREDIT CARD:
CREDIT CARD #:________________________________________________________________
EXPIRATION DATE:____________________________ 
CVV2# _________________________ (3#’s ON THE BACK OF THE CARD)

VISA / MASTERCARD / DISCOVER / DEBIT

SIGNATURE:__________________________________________  DATE:_____________
ADDRESS:_____________________________________________________________________
(Of where statements are received)

