ASSIGNMENT OF INSURANCE BENEFITS AND GUARANTEE OF PAYMENT
 
I hereby authorize Ohio Cosmetic Dentists to provide dental services to me, my spouse and/or my dependent(s).
· I authorize the release of any information necessary to my insurance company to process claims, including but not limited to, x-rays, treatment notes and dental history. I hereby assign, directly to Ohio Cosmetic Dentists, dental insurance benefits otherwise payable to me. I also understand and agree that I am financially responsible for charges not paid by this assignment.

· If my insurance company does not pay the total (and/or estimated total) cost for services rendered by Ohio Cosmetic Dentists provided to myself, my spouse, and/or my dependent(s), I agree to pay any remaining balance in full.
 
 I, the undersigned Insured/Responsible party, accept and agree to the above statements. 
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