PAT{ENT FINANCIAL POLICY

WELCOME TO OUR, OFFICE! We are honored that you have shosen us 4s youv dental care provider
and loak forward tn warking with you, Our dental practics team is committed to providing an excellent
dental sare expericnce to you and your family and has implanted the financial policies outling below to
assist in that regard. Thesa financial policies are followed by eur practice so that we can stay focused on
what we do best-praviding you with persenalized, comprehensive dental cate services. Thank you in
advance for you cooperation.

1. Payment for all trentmend is due at e time secvices are rendered unless other payment
arrangements have heen made with our staff in advance.

2, Payment for services may be made by cash, check, Visa, MasterCard, Discover, aned American
Express.

3. The practice has atranged specinl dental care financing programs with a number of third party
finaneial insiitutions. These spasial financing programa were arranged to reduce tho financial
barticrs for our patients in recciving optimal dental sare ireatment. Please ask your praclice
adhunistratar far further information regarding these special financing programs.

4. Fees quate far treatment will remain in effeet for 90 days and thereafter are subject to change
without notice. Tn the event clinical conditinns warrant o rodification in treatment, you will be
notified of modifications in treatment and the associated fees prior to proceeding with the
moedified freatment.

3. 1f you are unabig to kegp 4 scheduded appoinfment, we request that you inform us 24 heurs before
the scheduled appointment ime. This aliows us to give that valuable time to another individual.
We rensrve the right to charge a cancellation foe of $23.00 with any natice leas than 24 hours.

6. Tfa check provided by you to the practice in payment for services deliverad is returned due to
insufficient funds or otherwize there will be 2 $35.00 raturned check fee added to the amount doe,

7. Al estimated patient portions will be given before treatment 12 rendered.  Any imexpectss
balances that are not paid in full within 30 days of the day serviees are delivered you will be
charged interest an retroactive to the day services were rendered at a rate of 1.5% per month, or
18% annually, and will be subject to a latc payment fee of $22.00 ($39.00 for amounts over
$1000.00) for every 30 days or portion thercof the amount due that remaina unpaid. If the amount
due is not paid in full within 30 days of the day services are delivered the practice may, smong
other remedica, refer the amount of unpaid balaoce to & collsction agency ot collection attarney
and, in such a case, you will be responsible for any and all fees and expenaes of the collection
agency or collection attormey relating to the collection of the unpaid amounts,

If you hinve dental irsurance the practice will work with you to maximize your allawnble insurance
henefits and will assist you in making necessary filings with yoar insnrance cempany. It is
undersinnd that the practice will dingnose treatmient based an yeur deniaf healtl: and nat yoar
insuranee covernge. It is further woderstood that, since your insuranec i3 a contract hetween ynn and
¥OUT insurance srmpany/employer, the praciice cannot assame responsibility for coverage or other
daterminations made by yanr insurance company and that you will he responsible for timely
payment for all trentment received from the practics regardless of your insurance status.

Please fndicate your vnderstanding and acoeptance of these financial policies by gigning helow, For the

mutal conveniencs of you and the practice, it is understocd that this executed copy of the Financial Policy
alsa shait eover your dependent children who are patients of the practice.

Patient Wame (Please Print);

Patient Signatura: Data:




