OFFICE POLICY





Signature:  I understand that if I (or my dependents) have dental insurance coverage that I will assign directly to Verma Cosmetic & Family Dentistry, all insurance benefits, if any, otherwise payable to me for services rendered.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.





Appointments Longer Than 1 Hour:   For major dental work such as crowns, root canals, extensive fillings, etc., appointments longer than 1 hour are necessary.  The office will require that you pay 1/3 of your co-payment when you make the appointment and the balance at the time of your appointment when the procedures are completed.





Unpaid Insurance Benefits:  If an insurance company has not paid a claim after sixty days (60) of it being submitted, the office will require that the patient pay the account in full. This office will help prepare the patient’s insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient’s account.  However, this dental office cannot render services on the assumption that our charges will be paid by an insurance company. 





Missed or Broken Appointments: Missed appointments increase the cost of dentistry to all patients.  Therefore, if an appointment is cancelled or missed without a 48 hours notice, the account will be charged ½ of the cost of the appointed procedures.  The office reserves the right to dismiss a patient from the practice for repeat offenses.





Past Due Accounts:  We reserve the right to charge 1 ½ % per month (18% per annum) on the unpaid balance on all accounts exceeding 60 days, unless previously written financial arrangements have been made. Patients on a payment plan will be charged $25.00 if payment is not received by the 10th of each month.





Accounts Sent To Collection and/or Attorney: If an account is turned over to a collection agency and/or attorney for collection, the account holder will be responsible for all attorney and/or collection fees.  Collection Agencies charge 50% of what they collect; therefore, any account sent to a Collection Agency will be doubled to recoup collections costs. Any balance that is ninety days (90) past due is subject to being sent for collection. 





Condition of Treatment: As a condition of treatment by this office, financial arrangements must be made in advance.  The practice depends on reimbursement from the patients for the costs incurred in their care and financial responsibility on the part of each patient is determined before treatment. All emergency dental services, or any dental service performed without financial arrangements, must be paid in cash at the time services are performed.





Treatment Estimates: The office routinely provides our patients with an estimate of cost for proposed treatment. Since your insurance determines the benefit payable for services the office cannot be held responsible for 100% accuracy on any estimate for treatment. Further, if you have a PPO plan that the office participates as a provider the following adjustments will appear on your patient ledger: undercharge adjustment and/or overcharge adjustment. These adjustments are necessary to correct the amount billed on your ledger as determined by the amount allowed by your carrier for services provided. Services not covered by your dental insurance will be billed at Usual & Customary Fees.





Fillings: This office recommends white fillings for posterior teeth. White fillings strengthen the teeth through bonding. They look better and do not contain (mercury) as amalgam fillings. Reimbursement varies by insurance carrier.  The office will place amalgam restorations if there are extenuating circumstances. Please discuss this with the office. 





My signature verifies that I have read, understood, and accepted the policies described above, and further grant you or your assignee permission to telephone me at home or at my work to discuss matters related to this form.





Signature: 					Date: 


Name: 











Verma Cosmetic & Family Dentistry











