
FINANCIAL POLICY 

IF YOU HAVE INSURANCE: 

________________________________________
Patient’s Signature 

 We are only able to “guesstimate” your financial responsibility 

We are unable to guarantee payment from your insurance company 

Your portion is expectedat the time services are rendered 

Welcome to Our Office, 

Payment is due at the time of service unless other arrangements have been made. We
accept Visa, MasterCard, Discover, American Express, Check, Cash, and Money Order.
In addition, we are affiliated with Care Credit, a dental credit card you can apply for in
our office or online. 

As a courtesy, we are happy to submit your insurance claim to your insurance company.
Please provide us with the necessary information. 

__________________
Date 

________________________________________________________________________ 

Iunderstand I am financially responsible forall charges whether or not paid by insurance.

•

•

•

Robert L. Bass, D.D.S.
 Diplomate of the American Boardof Oral and Maxillofacial Surgeons

72780 El Paseo, Suite E1
Palm Desert, CA 92260
Office: 760-346-7431
Fax: 760-341-6949 
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