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Recent changes in healthcare markets have altered insurance coverage to shift more of the cost of 
care to our patients. Many policies have higher deductibles which means even if a procedure is 
covered by insurance, you may still receive a bill. These external factors make it necessary for 
Commonwealth Smiles to maintain a credit card on file for all patients. The card information is 
stored with security- the same HIPAA compliant software that protects your confidential dental 
information. Please be advised that the credit card on file will automatically be charged for claims 
not paid by your insurance company after 45 days for any balance due. 

As you know, there are charges for each of the dental services we provide you. Co-payments, 
deductibles, co-insurance, and charges for dental services are determined by your specific dental 
care coverage. You are responsible to pay for any co-payments, any applicable dental procedures, 
and cosmetic treatments at the time of each visit. 

It is our office financial policy to obtain your credit card number and authorization to process 
payments for charges not covered by your insurance carrier. These dental benefits are decided by 
your employer and selected dental plan, and we encourage our patients to understand their policy 
and to contact their insurance company for clarification of benefits prior to services being 
rendered. Our patient coordinator will relay your benefit coverage received from your health plan; 
however, our office is not responsible for the outcome of final insurance payment. You must inform 
the office of all insurance charges, authorization referral requirements, and address changes. In the 
event the office is not informed before care is rendered, you will be responsible for any denied 
claims. 

In providing your credit card information below, you authorize payment by credit card for services 
in the absence of coverage by your health plan including but not limited to co-payments, 
deductibles, co-insurance, missed appointments and all uncovered dental services rendered by 
Commonwealth Smiles and received by you. 

Please note that Commonwealth Smiles has the right to refuse dental services if credit card 
information is not provided. 

 

 
 
 
 
 

We thank you in advance for your cooperation and look forward to taking care of you. 
Sincerely, 
Dr. Jessica Kress 

Credit Card Information 
 
Patient (Full Name) _______________________________________________ 
 
Cardholder Name (as shown on card) _________________________________ 
 
Signature ___________________________  Date _________________ 
 
 

By signing this document, I authorize Commonwealth Smiles to bill my 
credit card on file for cosmetic and dental services and acknowledge 
understanding of our Financial Policy and my financial responsibilities as a 
patient. 
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CONFIDENTIAL INFORMATION 

Previous Dentist Email:  _____________________________ 

Your Previous Dentist Phone #: ___________________________ 

AUTHORIZATION TO RELEASE MEDICAL INFORMATION 

Patient’s Name:  Date of Birth:  

Previous Name:  Social Security #:  

I request and authorize  to 

release healthcare information of the patient named above to: 

 

 

Commonwealth Smiles 

Jessica Kress, D.M.D. 

2351 Huguenard Dr. Suite 100 

Lexington, KY 40503 

859-276-4537 

info@commonwealthsmiles.com 
 

 

This request and authorization applies to: 

 Healthcare information relating to the following treatment, condition, or 

dates:  

  

X All healthcare information 

 Other: 

Please email all x-rays and notes you have for this patient.  If unable to email, please 

mail.  Thanks! 

Please send us a PANO if you have one.  Thanks!  

 
 
Patient or Parent/Guardian Signature _____________________________________________________ 
 


