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FINANCIAL POLICY

Thank you for choosing us as your Dental Care Provider.  We are committed to providing you and your family with the best possible care.

In an effort to contain the ever rising cost of health care, we have implemented the following Financial Policy.  This Financial Policy share responsibility equally among all of our patients.

Insured Patients:
If you are enrolled in an insurance plan that Dental Associates participates with, we may accept assignment of benefits, but you’re out of pocket amounts are due when you receive your first statement, unless prepayment has been made.  Please be aware some services provided may be non-covered or apply towards your deductible and are considered to be out of pocket expenses.  We require a dental insurance form filled out and signed at each patient’s first visit and subsequently at the first visit of each new year.  We can not bill insurance companies without all the pertinent information.  Insurance is a contract between you and your insurance company.  We are not a party to that contract.  We file claims as a courtesy to our patients.  If your insurance has not paid within 60 days, the balance will automatically be billed to your account.  If you encounter difficulty with your insurance company or are uncertain about coverage, do not hesitate to ask for our assistance.  If your insurance does not pay for any procedure incurred at our office, you are responsible for payment in full.

Private Pay Patients:

FULL payment is due on the date of service unless pre-payment has been made.  As a convenience, we accept Cash, Checks, VISA, MasterCard, Discover, or CareCredit.  There will be a $25.00 fee for any returned check.  If necessary, payment arrangements can be made in advance of any lengthy or costly treatment plan.

There is a $25.00 charge for all missed appointments that are not given a 24 hour notice.

All patients must complete our Patient Information Form before seeing the dentist.  We then require updating on an annual basis or more frequently if needed to keep our records accurate and to better serve you.  Thank you for cooperating in this endeavor to curb billing costs.  

I, the undersigned, have read and understand the Office Policy as described above.  I have been provided the opportunity to review and discuss said policy.  I agree to the cost, conditions, and terms associated with care.

Signature and date of Patient or Parent/Guardian requesting treatment: 
____________________________________

