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OUR FINANCIAL POLICY

Our patients deserve the
highest quality care we
can provide, at a reason-
able cost. Because we
are concerned about the
rising cost of healthcare,
we make every effort to
keep costs down. How-
ever, we will not sacrifice
quality in order to offer
less expensive care. Our
goal is for you to feel
comfortable with regard
to your financial and
insurance matters so
that any misunderstand-
ings may be avoided.
Please feel free to ask
us any questions you
may have about our

financial policy.

Often the assumption is made that if a person
has insurance, then it is the insurance company
who owes the doctor for his services. This
assumption is incorrect. As the insurance
contract is between the patient and the
insurance company alone, it is the patient who
is responsible for the bill, regardless of
insurance coverage determination. We are
happy to bill your primary or secondary
insurance company for you as a courtesy, but
please keep in mind that the responsibility for
the payment remains with the patient (or the
guarantor).

1. IF YOU ARE COVERED BY INSURANCE:
Patients with insurance are expected to make a
downpayment at the time of service. This
amount is based on our experience, and is an
estimate of the portion not covered by your
insurance. It is your responsibility to know the
terms of your insurance coverage, as well as
any exclusions. In order to determine the exact
portion of your total charges that will be
covered by your insurance, a pre-authorization
of services needs to be requested. We will be
happy to request this, which usually requires
four to six weeks to be processed by your
insurance company. Many insurance plans
state that patients will be covered "up to 50%,
80%, or 100%." Please be aware that some
companies make payments based upon their
own "usual and customary" fee schedule rather
than actual charges. Insurance companies also
may set limitations on which services will be
covered at all.

If your insurance payment has not been
received within 45 days of billing, you are
expected to contact your insurance company
regarding that delay. You are expected to pay
any remaining balance after your insurance
company has paid its portion. Any account not
paid in full within 30 days after billing will be
considered delinquent. If there is a credit
balance on your account after your insurance
payment, a refund will be issued to you
promptly.

2. IF YOU ARE NOT COVERED

BY INSURANCE:

Patients without insurance are expected to
make payment in full for all charges at the time
of service unless prior arrangements have
been made with our Financial Coordinator. A

service charge of 1.5% per month will be added
to your account if the payment arrangements
extend past 90 days. An estimate of your total
charges will be provided for you during your
examination or consultation.

3. EMERGENCY PATIENTS:

Patients who are being seen for emergency
surgery may be required to make payment in
full for all charges at time of service.

4. HOSPITAL SURGERY:

Surgery needing hospitalization requires prior
authorization from your insurance company. If
there is no coverage through your insurance
company, or if you have no insurance, general-
ly payment in full is required one week prior to
your scheduled surgery. Financial arrange-
ments may be made, in advance, on an
individual basis through our Financial Coordi-
nator.

5. IMPLANT SURGERY:

As few insurance carriers cover implant
surgery, generally payment in full is required
one week prior to your scheduled surgery.
Financial arrangements may be made, in
advance, on an individual basis through our
Financial Coordinator.

6. PAYMENT OPTIONS:

Payments may be made with VISA, MasterCard,
American Express, Discover, debit card, cash or
personal check. There will be a $30.00 service
charge on all checks returned unpaid by your
bank. Delinquent accounts will be referred for
collection at our discretion. If a collection
referral becomes necessary for any amount
owed, the undersigned agrees to pay all costs,
including reasonable attorney fees.

7. AUTHORIZATION:

With my signature below, hereby authorize
release of any relevant information necessary
to process my claim to my insurance company.
also authorize any insurance benefits
otherwise payable to me to be paid directly to
the Oral Surgeon providing the services.

8. ACKNOWLEDGEMENT
| acknowledge that | have read the above,
understand it, and agree with it.

Date

Patient / Responsible Party



