Wissam S. Ayoub DDS
18800 Main Street, Suite 203
Huntington Beach Ca, 92648
We are committed to providing you with optimum dental care and excellent customer service. To
achieve these goals, we greatly depend on your cooperation and your understanding of our office
policies. Thank you for choosing us and for taking time to carefully review the following.

Appointments
Your Appointment time is reserved specially for you. We respect your busy schedule and make
every effort to see you on time. Please help us achieve this goal by being punctual for your visit.
A minimum of 2 business day notice is required if you are unable to keep your scheduled
appointment. A broken appointment or late cancellation may result in a charge and/or refusal of
further care in our office. __________ (initial)

'

Financial Issues
Uninsured Patients: If you are not insured, full payment for services rendered is expected the
day of appointment. We accept cash, personal checks, debit, Visa, MasterCard, Discover and
American Express. Or we can help you make financial arrangements through Care Credit. We
apply a $30.00 charge for returned checks. _________(Initial)
Insured Patients: If you are insured, as a courtesy to you, we will gladly submit your insurance
claims on your behalf. However, we expect and appreciate payment of any deductibles and/or
estimated charges not covered by your insurance at the time of each visit. We accept cash,
debit, Visa, MasterCard, Discover and American Express. Or We can help you make financial
arrangements though Care Credit. If for any reason your insurance does not pay, please be
advised that you are ultimately responsible for the unpaid charges. This agreement shall not be
amended orally. Please provide us with as much information about your plan(s) as possible
prior to your first appointment and of any insurance changes that occur. This will assist us in
preparing a rough estimate of your anticipated out of pocket expenses before beginning
treatment. We apply a $30.00 charge for any returned checks. ________(inital)

Authorization and Release
The patient/guardian who is signing this form is responsible for all account transactions and
balances. Outstanding balances over 60 days shall accrue interest at the rate of 18% annually.
If insurance is involved: I authorize payment directly to WISSAM AYOUB D.D.S. I authorize all
credit inquiries deemed necessary in connection with my account.
I understand and accept all of the above Appointment and Payment Policies
Print Name___________________________________________________________________
Responsible Party Name________________________________________________________
Signature____________________________________________Date_____________________

