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OFFICE POLICY REGARDING DENTAL INSURANCE
Insurance policies vary as to their provisions and exclusions. We suggest that you review your dental policy so
that you may be aware of the specific limitations of your dental contract. As a courtesy to you, we will process
your dental insurance clalm forms. You will be respensible for all fees not covered by your insurance plan, Qur
oMfice statf will do thelr bast to provide you with an accurate estimate of these expenaes which include
deductibles and copayments. Please be advised that due to the ever changing nature of the Insurance
marketplace, these figures represent an estimate. We request that you pay deductibles and copayments at
the time of service.

For patients enrolled In dental PPO's, in order for us to offer premium service at substantial discounts, we
require payment lor routine care al the ime of service. Exceptions may be made in cases of dental emergancies
such as trauma or major Infections, or for pre-approved payment plans for comprehensive dental'orthodontic
treatmont.

NOTICE OF FINANICIAL RESPONSIBILITY
There I3 a $40 service fes for all returned checks.

Patients will be sent & bill for all unpaid balances. Any additional bill will carry a §2 service fes. H an account
in left unpaid for more than 60 days, the patient will be sent a Final Notice. if the account is not cleared within
the next 30 days, it will be turned over to cur collection agency and a 15% collection fee will be added to the
charges accrued.
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