
Instructions 

Please fill out the form as completely as possible. When you're done, you have two 

choices. Click the button below to either: 

1) Click the "Submit by Email" button and send this document to our office; or

2) Print the form and bring it with you to your appointment

Nolan Freund Dental Professionals 
Michael J Nolan, DDS Chad W Freund, DDS 

3633 W Lake Ave #414 

Glenview, IL 60026 
Welcome 

www.nolanfreund.com 847-724-6222

http://www.nolanfreund.com/




FINANCIAL AGREEMENT

Thank you for choosing Nolan and Freund Dental Professionals.  As a fee for service practice, 
our primary objective is to deliver the best dental care possible.

We are committed to providing you with excellent care and convenient financial arrangements. 
Our financial arrangements are based on an open and honest discussion of  recommended 
treatment options, respective fees, and patients' financial capabilities.

Payment in full is due at the time of  service unless prior financial arrangements are made.  We 
offer several convenient payment options:

Our office is committed to helping patients maximize their benefits.  Insurance policies 
vary greatly, therefore, we can only estimate your coverage in good faith, but cannot guarantee 
coverage due to the complexities of  insurance contracts.  

Please be aware that we will always review your proposed treatment and answer any questions 
related to your personal financial responsibility and insurance benefits.  We must emphasize 
that as dental care providers, our relationship is with you, not with your insurance 
company.  Please be aware that:

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

 Our fees  are  considered  to  fall  within  the  acceptable  range  by  most  companies  and
therefore,  are  covered  to  the  maximum allowance  determined  by  each  carrier.   This
applies only to companies who pay a percentage (Such as 50% or 80%) of  the “UCR”
defined as usual, reasonable, and customary fees for this region.  However, we cannot
guarantee that our fees will always fall within this range.

 Not all services are a covered benefit in all contracts.  Some employers and insurance
companies arbitrarily select particular services that are not covered by their benefit plan.

Cash,Check,Debit Card
   Pre-payment discount
available for services 

greater than $500

Half up front,
Half before completion

For your convenience
$500 minimum purchase

0% CareCredit
Financing

For qualified applicants
$500 minimum purchase

Credit Card
Visa, Amex
MasterCard

Discover

N O L A N  &  F R E U N D  D E N T A L  P R O F E S S I O N A L S
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We encourage you to read your insurance policy so you are fully aware of  the benefits and any
limitations that were negotiated by your employer with your insurance company.

Please acknowledge your understanding of  the following by signing below:

 Payment is due at the time services are rendered.

 As a courtesy service to you,  we will submit your insurance claim for your direct
reimbursement.  We make every effort  to submit claims accurately using the fastest
means available.

 Cash, Check, Visa, MasterCard, Discover Card, and American Express are always
welcome.

 For your convenience, we offer extended financing through CareCredit, which provides
an array of  financing options, including interest-free payments for comprehensive
treatment plans.  Inquire for details.

 If  you wish to have the insurance company pay us first, we require a credit card
on file with authorization to charge the remaining balance once your insurance
company processes the claim.

 Returned checks are subject to a $30 returned check fee.

 Cancellations require 48 hour notice.  Appointments canceled within 48 hours will 
be charged a $100 missed appointment fee charged to your credit/debit card on 
file.

 No show appointments will be charged a $100 missed appointment fee charged to your 
credit/debit card on file.

 Outstanding balances  older than 60 days are subject to an interest charge of  1.5%
per month.

 Outstanding balances older than 90 days may be relinquished to a collection

agency.  In the event that the balance is sent to a collection agency, all collection
fees, attorney fees and court costs incurred by Nolan Freund Dental Professionals will

be added to the amount owed.

Please feel free to contact us with any questions.  We are here to help you.

Thank you for your commitment to our practice.  We look forward to seeing your smile and
working together to provide a caring and comfortable environment for your optimal oral health
care.

Print Name: ________________________          

Signature: __________________________         Date: _____________



 
3633 W Lake Ave Suite 414 

Glenview, IL  60026 

847-724-6222 

Recurring Payment Authorization Form 

Upon processing of your insurance claim, schedule your payment to be automatically charged to your 

Visa, MasterCard, American Express or Discover Card.  You can also use your HSA or FSA card!  Just 

complete and sign this form to get started! 

 
Recurring Payments Will Make Your Life Easier: 

• It’s convenient (saving you time and postage) 
• Your payment is always on time (even if you’re out of town), eliminating late charges 

 
Here’s How Recurring Payments Work: 

You authorize regularly scheduled charges to your checking/savings account or credit card.  You will 

be charged the amount outstanding on your balance.  A receipt for each payment will be emailed to 

you and the charge will appear on your bank statement as an “ACH Debit.”  You agree that no prior-

notification will be provided unless the date or amount changes, in which case you will receive notice 
from us at least 10 days prior to the payment being collected. 

 
Please complete the information below: 
 

I, ____________________________ authorize Nolan Freund Dental Professionals to charge my credit  

card indicated below for the outstanding balance on my account.                            

 

Billing Address ____________________________  Phone# ________________________ 

City, State, Zip ____________________________                Email ________________________  

               Credit Card 

 
 Visa                      MasterCard   

 Amex                    Discover 

Cardholder Name _________________________ 

Account Number _________________________ 

Exp. Date             ____________   

 

SIGNATURE         DATE       
 
I understand that this authorization will remain in effect until I cancel it in writing, and I agree to notify Nolan Freund Dental Professionals in writing of 
any changes in my account information or termination of this authorization at least 15 days prior to the next billing date. If the above noted payment 
dates fall on a weekend or holiday, I understand that the payments may be executed on the next business day. For ACH debits to my checking/savings 
account, I understand.  I certify that I am an authorized user of this credit card/bank account and will not dispute these scheduled transactions with my 
bank or credit card company; so long as the transactions correspond to the terms indicated in this authorization form.  



 
 
 
 
 
 
 
 
 
 
 

 

Notice of Privacy Practices Acknowledgement 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAA"), 

I have certain rights to privacy regarding my protected health information. I understand that this 

information can and will be used to: 

Conduct, plan, and direct my treatment and follow-up among the multiple 

health care providers who may be involved in treatment directly and indirectly. 

 

Obtain Payment from third-party payers. 

 

Conduct normal health care operations such as quality assessments and 

physician certifications. 

I acknowledge that I have received your Notice of Privacy Practices containing a more 

complete description of the uses and disclosures of my health information. I understand that 

this organization has the right to change its Notice of Privacy Practices from time to time and 

that I may contact this organization at any time at the address above to obtain a current copy 

of the Notice of Privacy Practices. 

 

I understand that I may request in writing that you restrict how my private information is used 

or disclosed to carry out treatment, payment, or health care questions. I also understand that 

you are not required to agree to my requested restrictions, but if you do agree than you are 

bound to abide by such restrictions. 

 
 

 

www.NolanFreund.com 
 

3633 W Lake Ave Suite 414 

Glenivew, IL 60026 

847.724.6222 OFFICE  

847.724.6263 FAX  

Print Form 

   

   

Signature: 

Date 

Patient Name    

Relationship to Patient    

Reason Initials Date 

Office Use Only 

I attempted to obtain the patient's signature in acknowledgement on this Notice of Privacy Practices 

Acknowledgement, but was unable to do so even though the Notice of Privacy Practices was received as 

documented below: 

http://www.nolanfreund.com/

