FINANCIAL POLICY
Individuals who carry dental insurance understand that all dental services furnished
are charged directly to the patient and that said patient is personally responsible for
payment of all dental services provided, regardless of dental insurance
reimbursement.
As a customer courtesy, this office will help prepare and submit patients’ insurance
forms as well as assist in making collections from insurance companies. We will
credit any such collections to the appropriate account. However, this dental office
cannot render services on the assumption that our charges will be paid in part or in
full by an insurance company. (Please understand that the amount to be paid by your
particular policy is pre-determined and agreed to by your employer and the insurance
company. If you have any questions about the amount the plan will pay or the
treatments your plan will cover, you should refer these questions to your employer.)
Additionally, there may be a deductible, a co-insurance factor, and a yearly
maximum to be considered. Most policies cover what they consider a “usual and
customary fee.” However, the insurance company sets these fees, and they are not
always the same as the fees that may be charged in this or any office. All these factors
may combine to reduce the benefits you will ultimately receive. We will do our best
to see that you receive your full benefits within the structure of your particular dental
plan.
A service charge of 5% per month on any unpaid balance will be charged on all
accounts exceeding 60 days from date of service, unless previously written financial
arrangements are agreed upon and satisfied. We offer outside financing through Care
Credit, and if approved, can extend payments over a course of 12 months with no
interest or service charges.
I understand that the fee estimate listed for any proposed dental care can only be
extended for a period of six months from the date of diagnosis and/or examination.

Patient Signature__________________________________________ Date:________________

