Ormond Beach Dental Group

* Financial Policy * Appointment Policy * Consent for Treatment  

FINANCIAL POLICY: Payment is expected when services are rendered.  We will be happy to accept your payment by cash, personal check, Master Card, Visa, Discover, American Express, or Care Credit.

· We offer interest-free and extended payment plans, which can be discussed with our front office staff.

· If for any reason we need to collect a delinquent balance, the patient, legal guardian, or responsible party who’s name and signature appears at the bottom of this page agrees to pay any and all costs associated with collections, not limited to or excluding, collection fees in the amount of 35%, all attorney’s fees, court costs, and bank fees, whether or not a suit is filed.  In the event of any litigation relating to this issue, the exclusive venue shall be in Volusia County, Florida.

APPOINTMENT POLICY: Deposits are required for scheduling all major treatment.  If for any reason you are unable to keep your appointment, a 24 hour notice is required, otherwise your deposit will be forfeited.

We will bill your insurance company as services are rendered.  

DENTAL INSURANCE:  Your insurance policy is a contract between you and your insurance company.  We are not involved in that contract, as we may be an out of network provider.  Insurance policies never pay 100 percent of all services, as dental insurance is only meant to be a supplement.  Please be aware that some or all of the services provided under your policy may be considered “Non-Covered Benefits,” which may be above the “Usual and Customary Fees,” or based on a “Fee Schedule.”  These benefits are based on the type of policy or plan you have.  If you have any questions regarding your plan, please contact your insurance company for details.  Regardless of what your insurance pays, the final balance on your account will be your responsibility.

· Please understand that we are unable to predict exactly what your insurance company will pay.  You will be given an estimate based on the information provided by your insurance company.  Your deductible and/or co-pay will be collected at the time of service.  

· IF YOUR INSURANCE COMPANY WILL SEND PAYMENT DIRECTLY TO OUR OFFICE, we will bill your insurance company for their expected portion as services are rendered.  Payment is expected within 45 days of that service.  Any services not paid within the this period will become immediately due in full.  Any unpaid accounts that have elapsed 30 days past the due date will be subject to a minimum monthly finance charge 1.8% or billing charge of $5.00.

RETURNED CHECKS: There will be a service charge in the amount of $25.00 for all returned checks.  Your credit card will be charged the entire amount of the returned check, in addition to the $25.00 returned check fee.

CONSENT FOR TREATMENT:  I authorize Ormond Beach Dental Group to perform any necessary x-rays and dental treatment after it has been explained to me.  I understand that there are possible risks and complications associated with any dental procedure.  I do not hold  Ormond Beach Dental Group liable for any complications that may arise during or following any dental procedure.

The signatures below, and my initials above, state that I/we have had the opportunity to read this form and ask questions regarding the above-noted policies.  I/we understand and agree to the terms and conditions of these policies, and consent for treatment in this office. 

X__________________________________________             ____________________________________    _________________________           

   Signature of Patient or Legal Guardian

             Print Patient’s Name                                           Date

X__________________________________________             ____________________________________     _________________________                                

   Signature of Responsible Party                                               Print Name of Responsible Party                       Date
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