" Qur office is committed to providing you with the highest quality
Wmmﬂenmtmmmfwmm to our office and assistance with financiol requirements.

Paymant Dye; The full balance of treatment Is due
at the time services are rendered. For your
convenience we accept cash, check, debit card,
most major credits cards and CareCredit”.

nan sibility: The individual bringing
me child to our office and authorizing treatment is
legally responsible for payment of all charges. We
t‘:annot send staternents to other persons.

- §tatements: If you have a balance on your account,

.we will send you a statement in the mail. 1t will
_show your previous balance, any new charges, and

dny payments or credits applied to your account.

" We are on a 30-day billing cycle.

Past Due Accounts: Unless prior arrangements
have been approved in writing by our office, the
tpalanceonmstatementisdue and payable
when the staternent is issued, and is past due if not
paid by the due date printed on the statement. An
Interest rote of 1.5% per month may be chorged on
any bolance that goes beyond 60 doys. If necessary,
accounts that are not paid within ninety (90) days
may be referred to a collection agency. If your
account Is turned over to collections, the
responsible party{les) will be responsible for all
dost of collections, including court costs and

‘ attorney fees.

Children tend to do better In the dental office
when they are not tired. Therefore, we encourage
morning appointments, especially for pre-school or
nervous children, For many children, just a simple
filling at the end of a long day, when they are tired, |
can seem like a major ordeal. Please keep in mind, «
one of our goals is providing dentistry that is as
pleasant as possible for your child. Also keep in

‘mind that a dentdl appointment is an excused

absence from school.

FINANCIAL POLICY

options with you!

Insurance: We are happy to file dental claims for
our families who have dental insurance! In
general, we will file claims to any company that will
pay us directly and does not restrict coverage to a
list of participating'providers. Filing your insurance
is not g guarantee of poyment. Please understand
that the contract for dental insurance is between
you and your insurance company. Any dispute of
coverage needs to be handled through the
insurance company directly by you. Please
understand that the parent or guardian has the
final responsibility for payment of any services
rendered. Our doctor recommends treatment
based on your child’s needs, not on what insurance
will pay. Therefore, we will do everything possible
to maximize your benefits.

Your complete Insurance information/card must be
presented at the time services are provided and
updated as necessary. Accurate and complete
insurance Information must be provided so we
may asslst you in filing your claim promptly. Most
benefits will be veﬂﬂed before your lnsuram:e
company can be billed.”

In the event that your insurance has not paid your
account within 45 days, the balance may be
transferred to your account. We reserve the right
to discontinue or refuse to file a claim.

We are a participating provider with the following
companies: Metlife, Aetna, United Concordia,
Humana, BlueCross, Assurant, Principal, Cigna,
and Deita Dental.

APPOINTMENT POLICY

When we schedule an appointment for your child,
that time is resesved solely for your child. We do
not double book and we take pride in the fact that
because we value your time, as much as we hope
you value ours, we make every effort to see your
child at the time scheduled. For this reason, it is
very important that you have your child in the
office at the time scheduled. If you are more than
10 minutes late, it may be necessary to reschedule
your child’s visit.
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: Some insurance plans wilmakes
payments directly to the member. For thise,
instances payment in full will be collected on the,
day that treatment is provided. i :

Reguired Payments: At treatment wm. we saulkt-
a percentage of the total cost of

determined by an ESTIMATION of what wur
insurance will cover, plus any deductible rehué;ed
by your insurance. In the event of underpwrnent,
we wiil send you a statement in the mail. in thes
event of overpayment on your part, you will ‘be.
reimbursed by check in the mail, ¥

at

Divorce/Separation: The parent or guardias who'
brings the child for their initial visit is respansibles
for payment Independent’of what a divorce gechee,
or custody  arrangement — may .;uu,,
Reimbursement must be made between the
divorced parents. We will notintervene. ~ ™ | °
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: There is a $35.00 fee far * »
any checks returned by the bank. 3 Gty

CareCredit®: A convenient alternative to credlit,
cards, cash or checks, CareCredit® is 3 health-tare *
:ardthatlsmhuslveivutimdfwdentaiand- .
medical services. They offer flexible payment., .
options that fit your timetable and budget. For * |
additional information, contact us or visit
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Cancelling or Rescheduling: To avoid rhisged"
appointment charges we reguest that canceliations®
are made 48 hours prior to the appointment. In
doing so this appointment time may then be made,
available to another family. hchlrseofssouow
automatically be placed for two mnsemﬁve
broken appointments. A broken appointment is'
considered 8 "no show" or canceliing B
appointment the same day. - .

Effective Date: Once you have signed this Bolicy,
you agree to all the terms and conditions contained*
herein and the agreement will be in full force arui'
effect. - ®
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' | have read the above policies and understand my obligations with Alvarado Dental Group for my child’s dental care. lamrmthatmysunm 3
*  represents my agreement to all of the terms mentioned above.

Frint Name:

' Signature:

Rivarado Dental Group
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