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Jan T. Bagwell, D.D.S.
Jessica ]. Johnston, D.D.S.
189 Keystone Road
Monroe, LA 71203

AUTHORIZATION
&
AGREEMENT TO PAY FOR SERVICES RENDERED

I understand that my dental insurance is an agreement between my insurance
company and me. I also understand that my dental insurance carrier may
pay less than you estimate at the time services are rendered, and that you
will not know exactly what the insurance carrier will pay until the claim is
submitted. I agree to be responsible for payment of all services rendered on

my behalf or my dependents.

I assign dental benefit payments to be paid directly to the dentist from my
insurance company. I authorize the use of this signature on all insurance

submissions.

I give permission for my dentist and her clinical team to take any necessary
diagnostic films, photos, or study models to properly enable complete
diagnosis and treatment.

I authorize the dentist to release all information necessary to secure the
payment of benefits. I understand that if I do not pay the entire new balance
within 25 days of the monthly billing date, a late charge of 1.5% on the
balance then unpaid and owed will be assessed each month (if allowed by
law). I realize that failure to keep this account current may result in you
being unable to provide additional dental services except for dental
emergencies or where there is prepayment for additional services. In case of
default on payment of this account, I agree to pay collection costs and
reasonable attorney fees incurred in attempting to collect on this amount or

any future outstanding account balances.

Signature of patient or guardian Date
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