Office Finaneial and Insurance Policy

Ouwrr fees are meant to be 2ir and reasonable. We strive to keep them that way. You assist thar effort when
you pay for our ==rvices at the end of each visit. As you are awere, new patients and those requiring
emergency care {with out insurance) are expected to make full payments at the time of their appointments.

Our staff can tell you the gppraxvimate fees for treatment bafore your appointment. To make payments
convenient for you we aceepl Cash, Personal and Business Checks, Visa, Mastercard, American Express,
Dizepver, and Care Credit,

We cooperate fully with ail our patients who are covered by insurance plans. We are a paricipating office
in a limited number of insurance plans with assignment Please chack with our Staff before treatment 1o
determine if yours is one of the plans. We expect covered patients to read their palicy carefily, to become
familisr with its benefits and limimtions, and to bring = copy of the palicy brochure to our office.

“*it is important that you undarstand that in most cases your insurance is designed to raduce your cost,
NOT 1o eliminate it completely. You are ultimately responsible for the full amount of your bill
regardless of your Insurance coversge

Established patients having insurance are expected to pay their deductibie and co-payment percentages at
the time of service. Any difference will be billed after the insurance psyment ha been received.

Any insurance payment no received after forty-five (43) davs of filing becomss the respansibility of the:
patient. Payment is expected with in ten (10) dzys of notification.

Il an account is outstanding for more than sixty (60) days, it will be turned over for collection. A
monthly interest charge of 1.5% (18% annually) will be added to the balance. Patients will be
responsible for any and all cost of collections including sttorney’s fees of 15% and court costs.

Any checks retumned to oor office &re subject to an additional fee of $25.00. Immediate remittance in the
form of cash. money order, ar cerified funds is expected.

“* There will also be o Failed Appointment charge of $75.00 per liour scheduled that will be applied to
your acconnt i you foil 1o coriced within 48 hours*=

[T you have any questions about this policy or your account at any time, please do not hasitate to contact 2
member of our-StafT for assistance.

L have read the above policy and apgres to accept all financial responsibilitiss. | understand that | am
personally responsible for any unpeid bills. 1 authorize the release of any information necessary to
process my dental ciaim.

[Patients Name) (Dam)

(Signatwre) (Relationship to Patient)
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