Fred R. Seitz, JR., D.D.S.

FINANCIAL POLICY

Dear Patient:

Thank you for choosing us as your Health Care Provider.  The following is our Financial Policy.  Our primary concern is providing the proper and optimum care needed to restore your health.  Therefore, if you have any questions or concerns regarding our policies, please do not hesitate to ask our office manager.

We ask that all patients read, understand, and sign our financial policy as well as complete our patient information form prior to initiating treatment.

PAYMENT IS DUE AT THE TIME SERVICE IS RENDERED.

PAYMENT OPTIONS…

· Cash

· Check

· MasterCard, Visa, or Discover

DENTAL INSURANCE
· Your insurance policy is a contract between you, your employer, and your insurance carrier.  We are not a party to that contract.  Our relationship is with you, the patient, and not with a third party insurance company.

· We will be more than happy to help in processing your insurance claims for you but ask you to remember that all charges incurred by you are ultimately your responsibility.  

· We will accept assignment of benefits from your insurance company for amounts exceeding $250.00

· Not all services are covered by your insurance.  There are almost always deductibles and co-payments which are your responsibility.  Some insurance companies arbitrarily select services they choose not to cover.   Every policy is different, and each is designed to make money for the company.  Reflect on any insurance problems you may have had, multiply that times 5,000 patients, and you can realize the impossibility of our keeping up with every claim filed.

· Should we accept assignment of benefits, and have not received payment within 30 days, we ask that you personally contact your insurance company.  Their response to you, the policyholder, will be both more courteous and expedient.

· If payment from your insurance company is not received within 45 days, we ask that you pay the balance due.  

· Returned checks (NSF) and balances exceeding 45 days will be subject to collection fees and 1-1/2% additional interest per month.

SPECIAL PROVISIONS:

· An immediate 5% discount is available on cases exceeding $1,000.00, if paid at the initiation of treatment.

· Fees exceeding $1,000.00 may be paid as follows:  40% at initiation of treatment, 20% per month for three months following the initial payment, not to exceed 90 days.

· We totally understand that temporary financial problems may affect the timely payment of your balance.  We encourage you to communicate any such problems so that we may assist you in the management of your account.

· Please note that if an appointment must be cancelled, please provide us with at least 24 hours advance notice, or you may be charged the normal office visit fee.

Again, thank you for choosing us as your health care provider.  We appreciate your trust and confidence and the opportunity to serve you.

Patient signature ______________________________________________________________ Date ____________________

