
Eugene B. Nichols, DMD 
Nichols Family Dentistry 
15 R Mechanic Street 
Foxboro, MA 02035 

 
PATIENT FINANCIAL LIABILITY FORM 

 
 
Welcome to Nichols Family Dentistry.  We are happy you have joined our dental family.  We look forward 
to providing quality dental care to you, but before we can proceed, we need you to agree to the following 
terms: 
 
Please understand that full payment of your account is considered part of your treatment and is required 
for all services rendered.  Also, payment for past services rendered and treatment given is required 
before all future services and treatment may be made.  We expect full payment at the time the services 
are rendered.  This office accepts Visa, Master Card and Discover Card.  Checks are accepted with a 
valid photo ID, but returned checks are subject to additional service fees. Extended payment plans may 
be offered with PRIOR credit approval but must be made prior to treatment.  All unpaid accounts are sent 
to collection after payment is not made in a reasonable time period and may adversely affect your credit.  
You agree to pay all fees incurred in the pursuit of delinquent account balances.  Please understand that 
non-emergency services can be denied for delinquent accounts and collection action may affect your 
patient status with this practice. 
 
INSURANCE IS ACCEPTED UNDER THE FOLLOWING CONDITIONS:  All co-payments are due to 
Nichols Family Dentistry at the time of services.  Patient agrees to pay all deductibles, coinsurance, and 
services deemed "patient responsibility" as identified by the insurance carrier.  Deductibles, coinsurance 
and patient portions are billed monthly on receipt of the patient's insurance statement from the carrier 
regarding the patient claim.  YOU, the patient, are responsible to render payment once billed for the 
remainder due for treatment, should there be a balance after the payments made at time of services and 
the insurance benefit.  Claim payments denied by the insurance carrier for any reason become the 
responsibility of the patient and you agree not to withhold payment from the Practice in the event of a 
dispute between you and your carrier. 
 
Although we make every effort to obtain accurate information from the insurance carrier, verification of 
benefits is not a guarantee that an insurance carrier will pay a claim, or pay the amount estimated.  
Patients are responsible for checking their benefits prior to treatment.  The insurance carrier makes final 
determination, based upon the plan's level of coverage and associated policies, upon receiving the claim.  
Denied claims become the responsibility of the patient. 
 
In the event that a patient does not have insurance and is paying by cash, we offer a 5% discount off of 
our billable amount. 
 
I have read the above information and agree to all the terms and conditions contained therein. 
 
___________________________________  ______________________________ 
Print Name      Social Security Number 
 
 
 
_____________________________________  ______________________________ 
Patient's Signature     Driver's License Number 
 
 
_______________________ 
Date 
 


