Gil. Fernandez DDS., Inc.

6911 Taylor Ranch Road, NW Suite C-5

Albuquerque, New Mexico 87120

Authorizations

I affirm that the information that I have given is correct to the best of my knowledge. It will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status. I authorize the dental staff to perform the necessary dental services I may need. 

 I assign directly to Dr. Fernandez all insurance benefits, otherwise payable to me. I understand that I am responsible for payment of services rendered and also responsible for paying any co-payment and deductible that my insurance does not cover. I hereby authorize the dentist to release all information necessary to secure the payment benefits. I authorize the use of this signature on all my insurance submissions, whether manual or electronic. 

PAYMENT IS DUE AT THE TIME OF SERVICE

I understand that a $30.00 fee will be added to my account, per every hour scheduled, if my cancellation is not 24 hours prior or for failure to attend my appointment.

I have read and understand the information above and by signing this form I agree to the terms and conditions as specified above.

_____________________________

Signature        

