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FINANCIAL POLICY FOR THE DENTAL OFFICE INCLUDING POLTCY FOR PARENTS WITH
DENTAL INSURANCE

This form explains to all our patients billing process of the ofrice- much like a payment
agr€€ment for a d€dit card, or billing policies and procedures for utilily companies. For the
answeB to any other questions you have, please ask to our slaff memb€rs- we're here to help.
Tha primary goal for our dental prac{ice is to provid€ the highest quality oral health care in the
most ger le, effici6nt and enthusiastic manner. Since our prac.tice is also a business with
obligatioN that must be met, we ask that all parents pay for their treatments in tult on the day of
eacfi visit to our office unless prior arrangem€nts have been made. we will do our best to give
you a rough estimate of your investment in your denlal health for each upcoming visit, based on
your individual treatment plan. You will be given a very close estimate of your next visit's total bill.
Your denlal appointments are scheduled carefully. Time, trained personnel and dental equipment
are res€rved for each procedure, Missed appointments add to cost of dental care when reseryed
facilities are left waiting empty. we request 24 houls advance notice for rescheduling your
appointment. Your account will be ctrarged a broken appointment fee of $2S.OO for repeatedly
missed appoinbnents without proper notifi cation.

Outstanding balances on your account are discourag€d and must be cleared b€for the next
appointm€nt for any account member or within 30 days of treatment, whichever come first.
Appointmsnts for non€mergency treatrnent may need be postponed payment of outstanding
balances. Amount due and not paid in full within 30 days will be charged interest at a rate of 1.S%
per month in addition to a $5.00 monthly billing fee per statement. Delinquent balances over g0
days old will be refened to Trans Union Credit Informatlon Company via Homell Credit Bureau.
All refened accounts are marked 'inactive'. In order to have your account .Reactivated,, and
continue to re@ive dental treafn€nt in our office, the delinqu€nt balance plus a 'Readivation Fee"
of 50% of the delinquenl refiangd to the colledion agency will be charged to your account. only
afterthis total account balance has been paid in full can aipointments be made, and your account
and patienl slatus be reaclivated

A tetumed check fea of $40.00 (subject to change as bank fee increase) wi be add to your
account for any retumed check. Before we accept aniher payment by check, ihe $40.00 fee plus
full payment for thE check that did not clear must be paicf in cash or by visa, Mast€rcard or
Digcover.

You need to bring your insurance cad, @verage booklet, and a completed and signed dental
insurance claim form at your first visit, and at any time your insurance changes, you need to be
awar€ that:



.H::|J""inf"do.our 
best to help you to meximize vour benefits, but treatmenr is not based on

' Allhough we file claims for you as a courtesy, your dental insurance policy is a contrac{ behve.nyou' your emproyer and your insurance company. we are not a pady to your, we ar. apadicipating provider.

* Not a[ seMces a,= covered. benefits in alr contrads. Some.insurance companies arbitrarirysered csrtain.services they w[ not cover. rt is youi reeponsibirity to thoroughry undersrand thecove*ge and exceptions of.your poricy. covlrage issues can. onry be addre'sed by youremployer or group pran administrator. foe cannot-act as a meaiator with the car.ier or youremployer' lt is likely that some.insurance companies witiiot cover tooth colored fillings (resins)or non'metal crowns (porcelain).and the procedurc gels dourngrade to metal containing material.You are resPonsible for the cost differenca oetween'tnl mareriaF of choic€. pleas€ understandlhat is your responsibility to know and understand yori in"uian"" coverage.
*As a court$y to all of our insured p.atients, we will file your dental insuran* claim form, in suchcas"'' you are responsibre at th€ time of the treatmint for payment to us of any appricabredeductibr€ and for your coinsurance portion. Any payments maoe iirearv to v* rv voiri,iJrr"n""company on unpaid balances should be forwarded immediately to our' om"" 

"o 
iijt v"r, "Lr",may be credited accordingly stalem.ent can be avoided if your personal financial responsibitity isclear within 30 days of your treatment, theroby eliminating the need for statements to begeneraled and mailed to you.

'Your claim witt be fired immediatery, and be_nefits ar6 expecred are lo b€ paid within 30 days.The filling at an insurance craim does not rerieve you or ti'mety payment on'youi.drni. r tnuclaim is not cleared by your canier in 45 days, the unpaid portion will automaricallybecome .self-
pay "and a statement will b6 issued to your unpaid portion. you are responsioe 16|. 

"nv ",i*ntyour insurance company chooses not to pay, for whatever reason. prease feel free to -nt"a you|.insurance company regrading unpaid benefits,

I agree to pay for alltreatmant in a timely fashion as described so as to avoid any additional fees.I hereby authorize my insurance benefits-to be paid direc{y to Dr Lizette eazJg" D[i6 Fi, eL
Dontral Miami. l reariz€ that r am responsibre to pay for any diductiute amountlg,iry *in.r,"n*portion for any non+overed servicas- | understand thatl am financially ,espo'n"iir" ioi 

"nv 
anoall chang$ of dental treatment and incuned fees, whether or not paid by iaid insurance ano t

agre€ to pay such charges in full. I also hereby authoriz€ the release of pirtinent medicaudental
information to the insurance canier(9. this orderwill remain in effed untit ievofea uy me iiirtting.
A photocopy ofthis assignment is to be considered as a valid as thE originat.

Paiienl Name and Signature (or parent of minor) Date and Staff Initials


