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OFFICE FINANCIAL POLICY
We are not contracted with any dental insurance company. We are out-of-network providers.

Thank you for selecting our office as your dental provider. The following is a statement of our financial policy which we ask that you read, understand and sign prior to any treatment.

We are committed to providing you with the best possible dental care and we are happy to discuss our professional fees with you at any time during our normal office hours. Your clear understanding of our financial policy is important to our professional relationship. There will be a fee of $50.00 for appointments that are cancelled without 24 hour notice. Please ask if you have any questions about our fees, our financial policy, or your responsibility.
Payment is requested at each appointment as service is rendered and can be made by cash, check, MasterCard, Visa, Discover or American Express. Please be aware that if you are a parent bringing a child to our office you are legally responsible for payments on all charges. We cannot send statements to other addresses.
As a courtesy to you, our patients, we will file your dental insurance claim for you. We also, as a courtesy to you, will accept assignment of benefits. Once we have verified your insurance benefits, we will begin filing your claims for you. We estimate what we think it will be and we ask that you pay the remaining balance at the time the services are rendered. Once the insurance company reimburses us, if there is still a balance, you will be billed the remaining portion. WE ARE NOT CONTRACTED WITH ANY DENTAL INSURANCE COMPANIES.
*******WE DO NOT FILE NC HEALTHCHOICE OR MEDICAID and cannot treat you if you are covered by these plans even if you have secondary coverage.

DELTA DENTAL SUBSCRIBERS / PATIENTS
Our office does not participate with any dental company networks therefore Delta Dental will not allow assignment of benefits and requires that all insurance payments be mailed to the subscriber. It is our policy in this situation to collect payment in full for any service rendered on the date the service is performed and file for your reimbursement.
PATIENTS WITH INSURANCE: You, the patient, are responsible for your entire account balance. Patient portions are collected at each visit. Any service requiring work to be sent to a dental lab, will require a minimum of half the procedure to be paid up front in order for that case to be sent to the lab. If, for some reason, your insurance company does not pay on your claim, you are expected to pay it in full within 30 days of the date of treatment. If your insurance company becomes unduly difficult to deal with, we will ask that you proceed with whatever measures you deem appropriate to collect on your claim. We will use the information provided on the previous form in order to file your claim.

I authorize the release of any information concerning mine or my child’s dental care, advice and treatment provided for the purposes of evaluating and administering claims for insurance benefits.

I hereby authorize payment of insurance benefits directly to the dentist or dental group, otherwise payable to me and I understand that I am financially responsible for payments in full of all accounts.

______________________________________________________________

(Please print patient’s name here.)

______________________________________________________________
_________________

Signature of patient, parent or guardian




Date
