
FINANCIAL POLICY 
 

 Hunter’s Denture Studio 
1105 W Francis Ave, Ste B, Spokane, WA  99205 
509-309-3902 
 
As a courtesy, Hunter’s Denture Studio verifies your benefits with your insurance company. A 
quote of benefits is not a guarantee of benefits or payment. Your claim will process according to 
your plan, if your claim processes differently from the benefits we were quoted, the insurance 
company will side with the plan and will not honor the benefit quote we received. 
 
It is the policy of Hunter’s Denture Studio that payment is due at the time of service, we will 
collect half upfront, and the balance when the prosthetic is completed.  Hunter’s Denture Studio 
will at that time bill the insurance company that you provide to us so that you can be reimbursed 
by them for any coverage you may have. The office manager will explain this information to you 
prior to your first visit. At the conclusion of your visits with us you may be billed for any 
outstanding balances. If there is a credit, you will be provided a refund promptly. 
 
If you are covered by dental insurance with dental prosthetic benefits, we will be happy to bill 
your insurance. Please provide your insurance information to the front office staff and we will 
verify your coverage as a courtesy. Accepting your insurance does not place all financial 
responsibilities onto this practice, and you will be held accountable for any unpaid balances by 
your plan. 
 
Although we are contracted with most insurance carriers, our services may not be covered by 
your particular insurance plan. Being referred to our clinic by another physician does not 
necessarily guarantee that your insurance will cover our services. Please remember that you 
are 100 percent responsible for all charges incurred: your physician's referral and our 
verification of your insurance benefits are not a guarantee of payment. 
 
We highly recommend you also contact your insurance carrier and check into your coverage for 
Denture, Partial, Reline or Repairs. Do not assume that you will not owe anything if you have 
more than one insurance policy. 
 
There will be a fee of $35.00 on returned checks.   
 
You will need to request in writing for any transferring of records and pay any reasonable 
copying fees if you want copies of your records sent to another doctor or organization.  You 
authorize us to include all relevant information, including your payment history.  If you are 
requesting your records to be transferred from another doctor or organization to us, you 
authorize us to receive all relevant information including payment history. 
 
Once you have signed this agreement, you agree to all of the terms and conditions contained 
herein and the agreement will be in full force and effect.   
 
 
Patients Name ________________________________________________________ 
 
Responsible Party_____________________________________________________ 
(if not the patient) 
Signature________________________________________  Date_______________ 
 
Co-signature _____________________________________  Date ______________ 
(if required) 


