




Dr. Darcie L. Lee 
Payment Responsibility and Authorization 

 
We are committed to providing you with the best possible care, and we are pleased to discuss our professional fee 
with you at anytime. Your clear understanding of our financial policy is important to our professional relationship.  
Please feel free to ask, if you have any questions about our fees, financial policy or your responsibility in this matter. 

 All patients must complete our “patient information” form before seeing a doctor. It is patient’s 
responsibility to inform us of any changes in this information, including: address, telephone number 
employment, insurance coverage, ect. 

 Your portion of insurance is due at the time of service. 
 We accept cash, checks and credit cards as methods of payment. We also participate with Care Credit. 
 Balances older than 30 days will be subject to additional collection fees and charges. 
 Returned checks will be charged a$30.00 service fee. 

 
Unaccompanied minors:  Parents or guardians are responsible for full payment.  Non-emergency treatment may be 
denied unless charges have been preauthorized to an approved credit card or paid by cash/check.  
 
Regarding Insurance:  If you have insurance, we are anxious to help you receive your maximum benefits.  In order to 
achieve these goals, we need your assistance and your understanding of our payment policy. You must realize, 
however that:   

1. Your insurance is a contract between you, your employer and the insurance company.  We are NOT a party 
to that contract. 

2. Our fees are generally considered to fall within the acceptable range by most insurance companies and 
therefore are covered up to the maximum allowance determined by each carrier. However we are NOT a 
preferred provider with any insurance company, and if they do not pay the balance due in this office, it 
becomes YOUR responsibility to pay in full the remaining portion of the charges incurred. 

3. Not all services are covered benefits in all contracts.  Your employer selects and defines the services covered 
in your policy.  

4.  
We must emphasize that as medical providers, our responsibility is with YOU our patient, not your 
insurance company.  While we gladly file your insurance claims on your behalf, it is essential that you understand 
that this is provided as a courtesy that we extend all of our patients, and all charges are still your responsibility for 
the dates of service rendered. 
 
You are expected to pay your bill at the time of your visit, or if insurance is being filed, an ESTIMATE of your part of 
the bill.  Any remaining balance due after your insurance company has made payment is your responsibility.  This 
balance is expected to be paid in full. 
 
All past due Balances are subject to additional charges, and any account which requires collection agency intervention 
will be subject to additional fees, as well. 
 
It is our intention and hope that this written policy will eliminate any future misunderstandings between our office 
and our patients.   
 
I hereby authorize the release of any medical or other information necessary to process insurance claims and I 
hereby authorize payment of dental benefits to Dr. Darcie Lee for all services rendered if full payment is not made at 
the time of service.  This authorization applies to all occasions of service until resolved. 
 
Signature of responsible party below: 
 
 
 
Signature_____________________________________________________        Date________________________ 



DENTAL CONSENT FORM 
 

To whom it may concern, 
 
I ________________________,  give my consent for Dr. Darcie L. Lee and members of 
their dental team to discuss my dental records, dental treatment, and give my 
permission to pick up a copy of dental x-rays, and pick up a copy of dental records to 
the following person(s) 
 
1._______________________________________________ 
 
2._______________________________________________ 
 
3._______________________________________________ 
 
4._______________________________________________ 
 
 
Please initial by each of the following statements: 
 
____ I give my consent for Dr. Darcie L. Lee and members of their dental team to leave 
messages about my appointment on my home answering machine, my cell phone voice 
mail and or any family members of my household that answers the phone. 
 
____ I give my consent for Dr. Darcie L. Lee and members of their dental to take 
photos, dental x-rays, and to provide treatment as necessary. I understand that dental 
x-rays are necessary to diagnose cavities. 
 
____ I give my consent for Dr. Darcie L. Lee’s office to release all x-rays to another 
professional practice when requested. 
 
 
I hereby authorize the release of my medical/dental records and dental x-rays to: 
 
Dr. Darcie L. Lee  
3320 Whiskey Rd. 
Aiken, S.C. 29803 
803-642-4564 
FAX 803-642-4515 
Email: smileaiken@gmail.com  
 
 
_________________________________________                  ____________________ 
Print Patient Name                                                                Date of Birth 
 
_________________________________________                  ____________________ 
Signature of Patient/guardian                      Date 
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