
Insurance and Treatment  
Authorization Agreement

AUTHORIZATION

INSURANCE AND FINANCIAL AGREEMENT

I,                                                                                 (Patient, Parent of Patient, Guardian of Patient), 
hereby authorize Dr. Bradley Hudson to perform such dental services as he deems necessary, to 
administer anesthetics as he deems necessary and to perform all other dental procedures, which in 
Judgment of said Dentist may be necessary or advisable for the diagnosis or treatment for the welfare 
of the patient.

Signature                                                                                                   Date  

Our practice is committed to providing the best treatment to our patients, and we charge what is usual 
and customary for your individual dental needs. For your convenience, we will submit your Dental 
Claims to your insurance carrier. However, it will be your Responsibility to follow up with your carrier 
regarding your claims or predetermination of benefits. You are Responsible for the complete payment 
of your account, regardless of any Insurer’s determination of coverage or reimbursement.

All accounts, regardless of Insurance coverage, are to be paid in Full within 90 days of treatment 
unless arrangements have been made with the Office Manager. We accept the following:

CASH   •   CHECK   •   VISA   •   MASTERCARD   •   DISCOVER 

Accounts that have an unpaid balance after 90 days are subject to be sent to our Collection Agency, 
and a 30 percent Collection Fee will be added to your account.

If Legal Action becomes necessary to obtain payment, you will be responsibile for any cost of and/or 
Attorney Fees.

In signing this Insurance and Financial Agreement, I attest that I understand and accept these Terms.

Signature                                                                                                    Date 
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