




GEORGE D. KIRBY, DDS, MD     ASHLEY N. HOULE, DDS, MD     JEFFREY DEYOUNG, DDS     MARK N. GRINZINGER, DDS, MD

MARK J. LONERGAN, DMD     KEITH A. NALLEY, DDS, MS     PAUL J. HUIZINGA, DDS, MD     KYLE M. KLOOSTER, DDS, MD

GEORGE D. KIRBY, DDS, MD     ASHLEY N. HOULE, DDS, MD     JEFFREY DEYOUNG, DDS

MARK J. LONERGAN, DMD     KEITH A. NALLEY, DDS, MS     PAUL J. HUIZINGA, DDS, MD     KYLE M. KLOOSTER, DDS, MD

7/22  

601 Michigan Ave, Suite 200, Holland MI 49423  ▲  tel 616.392.2329, 800.420.8200 ▲  fax 616.392.9610
12350 Riley Street, Holland MI 49424 ▲  tel 616.738.9900, 888.354.8059 ▲  fax 616.738.3090

4330 44th Street S.W., Grandville MI 49418  ▲  tel 616.530.4710, 800.842.6970 ▲  fax 616.530.0480
919 South Beechtree Street, Suite 8, Grand Haven MI 49417 ▲  tel 616.844.5135, 800.829.6447 ▲  fax 616.844.5181

Signature of Parent, if patient is a minor Driver's License # Date

Signature of Patient, if 18 or older Driver's License # Date

I have read the above information and agree to comply with the financial policy of West Michigan Oral and
Maxillofacial Surgery, P.C.

Anyone having questions about our financial policy or needing special arrangements should contact our
 .eciffo gnillib

RELEASE: I authorize the oral surgeon to release any information regarding my examination and
treatment to my insurance company/HMO, dentist, or primary physician.

ASSIGNMENT: I hereby authorize payment directly to the oral surgeon of benefits due me for this
service.

MEDICARE RECIPIENTS: Your fees for this surgical care may not be covered by Medicare by law.
We will file claims for you where appropriate. All charges are your own responsibility.

FEES: Any procedure not covered by/under your current insurance provider/plan, is the responsibility 
of the patient/guarantor.

2. Payment of any balance due after sixty (60) days from the date of service is the responsibility of
 the  patient and/or guarantor. This should give ample time for your insurance company to respond
 to your claim. We suggest you contact your insurance company if they have not paid within 
 sixty (60) days from the date of service as the contract is between you, your employer, and the 
 insurance company. 

1. Your estimated payment is required at time of service, which is based on your insurance 
  .etad siht fo sa nalp/redivorp

Payment, in full, for all procedures will be due at time of service. For your convenience, we accept
personal checks, cashiers checks, money orders, cash, Visa, MasterCard, American Express, Discover,
Bank Debit, HSA, FSA and benefit cards as well as Care Credit (application available at www.carecredit.com
or 800-365-8295).

FINANCIAL INFORMATION

All credit card transactions are charged a 2% service fee. There is a $25.00 fee for any  
returned check. 

NOTICE
You agree, in order for us to service our account or to collect any amounts you may owe, we may contact you 
by telephone at any telephone number associated with your account, including wireless telephone numbers, 
which could result in charges to you. We may also contact you by sending text messages or emails, using 
any e-mail address you provide to use. Methods of contact may include using pre-recorded/artifcial voice  
messages and/or use of an automatic dialing device, as applicable.

I/We have read this disclosure and agree to the forms of contract described above.

 ____________________________________________________ _________________________
 Patient/Guardian Signature Date
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