Our Office Policies

Thank you for choosing us as your dental care provider.  We are committed to your treatment being successful.  Please understand that payment of your bill is considered a part of your treatment.  The following is a statement of our Office Policy, which we require you read and sign, prior to any treatment.  

FULL PAYMENT IS DUE AT TIME OF SERVICE.

WE ACCEPT CASH, CHECKS, VISA, MASTERCARD OR DISCOVER, AMERICAN EXPRESS.

CARE CREDIT FINANCING AVAILABLE.

Regarding Insurance

We may accept assignment of insurance benefits if you provide us with adequate information and we are able to verify your coverage.  However, we do require all deductibles and co-pays to be paid at time of service.  The balance is your responsibility whether your insurance company pays or not.  Your insurance policy is a contract between you and your insurance company.  We are not a party to that contract.  If your insurance company has not paid your account in full within 45 days, the balance will be your responsibility.  Please be aware that some, and perhaps all of the services provided may be non-covered services and not considered reasonable and necessary under your dental plan.

Assignment and Release

I, the undersigned, have insurance with ______________________________________________________ and assign directly





                  
     
  (Name of Insurance Company)

to Dr. Barrett Davis, Jr. DDS all benefits, if any, otherwise payable to me for services rendered.  I hereby authorize the doctor to release all information necessary to secure payment of benefits.  I authorize the use of this signature on all my insurance submissions whether manual or electronic.

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our area.  You are responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary rates.

Minor Patients

The adult accompanying a minor and the parents (or guardians of the minor) are responsible for full payment.  For unaccompanied minors, non-emergency treatment will be denied unless charges have been pre-authorized to an approved Visa/MasterCard, or payment by cash or check at time of service has been verified.  

Collections

In the event your account has to be turned over to our attorney or collections agency, we reserve the right to charge a collections fee up to 50% of your account balance.

Acknowledgement of Receipt Of Notice Of Privacy Practices

I have read and understand this office’s Notice of Privacy Practices. (Copies of our written policy are available upon request)

Thank you for understanding our Office Policies.  Please let us know if you have questions or concerns.  I have read the above office policies and understand and agree to these policies.

X ______________________________________________

Date________________________


Signature of Patient or Responsible Party

X ______________________________________________

Date ________________________

 Signature of Co-Responsible Party

