[image: ]
Financial Policy
Thank you for choosing our office as your dental health care provider. We are committed to providing you with the highest quality dental care so that you may fully attain optimum oral health. This statement is to inform you of our financial policy and our intent to facilitate excellent service specific to your treatment while minimizing administrative costs. 
All charges you incur are your responsibility regardless of your insurance coverage. We must emphasize that as a dental provider, our relationship is with our patient not the insurance company. As a courtesy to all of our insured patients, we will file your dental insurance claim forms. We ask that you pay the deductible and co-payment, which is your estimated patient portion or amount not covered by your insurance carrier, at the time of service. We emphasize this is only an estimate and all charges you incur are your responsibility. We accept Check, Cash, Visa, Mastercard, Amex. Also, we accept CareCredit that offers no interest payment plans up to 6 months. We do not accept payment plans. 
Insurance companies have a wide variety of rules, plan limitations, and exclusions that our office may not be aware of.  Not all services are covered benefits in all contracts. It is your responsibility to thoroughly understand the coverage and expectations of your particular policy. Your claim will be filed immediately and insurance benefits are anticipated to be issued within 30-45 days. If the claim is not cleared in 60 days, the unpaid portion will automatically become “self-pay”. You are responsible for amounts not paid by your insurance company. Outstanding balances must be paid in full upon receipt of a statement and cleared before your next appointment. We do not accept payment arrangements or partial payments on balances. 
Minor Patients: The parent or guardian accompanying the minor is responsible for full payment. In the case of divorced or separated parents, the parent accompanying the child is responsible for payment without any exception. This office will not attempt to collect payment from a parent that is not present in the office at that visit. 
Patients 18 and over: The Fair Debt Collection Practices Act (FDCPA) and the Health Insurance Portability and Accountability Act (HIPAA) require any patient 18 and over to be financially responsible for payment without any exception. This will be the case even if the patient is financially reliant on a parent or guardian, or are covered under parents’ insurance. Also, any overpayment made on an account will be refunded under the patient’s name.
Cancellations and No Shows: We require 24-hour notice for appointment cancellations or rescheduling. Late cancellations or no shows will result in $150 fee. 
Delinquent balances over 90 days will be referred over to a Collection Agency & a 30% fee will be added to your account. Your account will become “Inactive” and will remain “Inactive” until paid in full, including collection fee.  A holder of this medical debt contract is prohibited by Section 1785.27 of the Civil Code from furnishing any information related to this debt to a consumer credit reporting agency. In addition to any other penalties allowed by law, if a person knowingly violates that section by furnishing information regarding this debt to a consumer credit reporting agency, the debt shall be void and unenforceable.
A Return Check fee of $35.00 (subject to change as bank fees increase) will be added to your account for any returned check. Any future visits will have to be paid in cash, Visa, Mastercard, Discover, Amex or CareCredit.
I understand and accept the financial and the dental insurance policies listed above and have had any and all questions answered to my satisfaction. I agree to pay for all treatment in a timely fashion as described above so as to avoid any additional fees. 

____________________________________________________________           _____________________________________________
 Printed Patient Name                          		                                              Date

___________________________________________________________             _____________________________________________
 Signature of Patient or Responsible Party                                                                  Printed Name of Responsible Party
                    
                                             Relationship to patient:  Self______ Spouse______ Parent_______ Other________
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