
Dr. Robert W. Kleypas, DDS 
16538 Spring Cypress Rd. 

Cypress, Texas 77429 
(281)550 - 3200 

EASY PAY POLICY 

Thank you for choosing Dr. Robert W. Kleypas, DDS as your dental healthcare provider. We are 
committed to making your treatment and dental health a success. Our staff will work very hard for you 
and with your insurance company to file your claims accurately and in a timely manner. 

Our office has now implemented a paperless billing method; this service is a way that we give our patients 
the high test quality service, while keeping our billing costs low. You will be asked for a debit/credit card 
number at the time you check in and the information will be securely held until your instances have paid 
their portion and notified us of the amount of your share. At that time, if you have a residual balance, we 
will contact you to inform of the amount due and you can decide the best way to pay. If payment is not 
received within 15 days, the charges will be applied to your card on file. Co-pays will still be due at the 
time of the visit. 

The benefit to you is that you no longer have to write out and mail us checks. It will assist us as well, since 
it will greatly decrease the number of statements that we have to generate and send out. The advantage is 
that we can spend more time taking care of the important things…like our patients and keeping the cost of 
dental health care down. 

If you have any questions, our Billing Department will be more than happy to give you more information 
about Easy Pay. 

____________________________________________________________________________________ 

I authorize, Dr. Robert W. Kleypas, DDS to maintain my debit/credit card on file to cover dental expenses 
that were not paid by my dental insurance company due to deductibles, co-insurance or co-pays. I 
authorize Dr. Robert W. Kleypas, DDS to debit/credit the designated account for payment in full upon 
receipt of the Explanation of Benefits from my dental insurance company. 

I assign my dental insurance benefits to Dr. Robert W. Kleypas, DDS and I understand that this form is 
valid unless I cancel the authorization through written notice to Dr. Robert W. Kleypas, DDS. 

___________________________________________________  _________________________ 
Patient Name        Relationship to Patient 

__________________________________________________________  ___________________ 
Cardholder Signature        Date 

_____________________________________________  _____________        _______________ 
Card Number       Expiration Date          CVV Code 


