


Jackqueline McLean D.D.S. 
23 Hoyt Street 

Stamford, CT 06905 
(203)327-6717 

 
 Welcome and thank you for choosing our office for your dental needs. Our office strives 
to provide you with the highest quality dental care while meeting or exceeding the standard of 
infection control mandated by OSHA, the CDC and the American Dental Association. 
 
 This letter briefly explains our billing and payment policies and provides assistance in 
making your experience at our office as pleasant as possible. 
 
 If you have dental insurance, as a courtesy, we will submit your claims on your behalf. 
Our staff will ask you for your insurance information at each of your visits. Your cooperation in 
giving complete and accurate information will help to get your claim paid quickly.  
 
 Regardless of the type of insurance coverage, patients are ultimately responsible for 
payment of their dental services. Although we will bill your insurance on your behalf and make 
all reasonable efforts to obtain payment from your insurance company, we will look to you for 
payment in full if they reject the claim or delay payment beyond 90 days. I (the patient) agree to 
pay all costs of collections including, but not limited to, reasonable attorney’s fees. A 1% fee 
will be assessed to balances over 30 days.  
 
 Patients are responsible for all secondary insurances. Payment of all known deductibles, 
copayments, non-covered services and patients without dental insurance will be required to pay 
when services are rendered. We accept all major credit cards as well as check and cash.  
 
 Appointments: A $50.00 charge will be made for failed or cancelled appointment without 
prior notification of 24 hours. This fee covers only a portion of the overhead such as salaries, 
electric, heat, etc., which still have to be paid whether you are present or not. Once an 
appointment is made, please remember this time has been reserved for you.  
 
 I hereby authorize the above named dentist to provide any insurance company, claim 
administrator, and consulting health professionals, information concerning health care, advice, 
treatment, or supplies provided. This information will be used exclusively for the purpose of 
evaluating and administering claims for benefits.  
 
 To the best of my knowledge the information is accurate, complete, and understood. I 
authorize Dr. Jackqueline McLean and/or her staff to provide dental treatment, and I AGREE TO 
BE TOTALLY RESPONSIBLE FOR PAYMENT OR EXPENSES INCURRED.  
 
     Signature_____________________________________ 
               Date_____________________________________ 

 
 










