Financial Policy

Great Oaks Family & Cosmetic Dentistry
15930 Great Oaks Drive, Suite A-100, Round Rock, Texas 78681 (512) 255-3800
***Please read carefully!***
Welcome and thank you for choosing our office for your dental care.  Dental treatment is an excellent investment in an individual’s health and well being.  Our practice is “health centered” rather than an “insurance centered” practice.  Our treatment recommendations are based on patient needs, not their insurance benefits.  We are committed to providing the highest quality dental care through the use of state-of-the-art technology, equipment and training.  At all times, you can be confident that we will always recommend and provide you with our best services without regard to the limitations imposed by your insurance coverage.  To do otherwise would violate our contract with you – a contract we feel morally obliged to honor. We hope that by providing you with our policies in advance we can prevent misunderstanding and frustration.  Should you have any questions, please don’t hesitate to ask.  
· If You Have Dental Insurance:  Your dental plan is a form of compensation provided by your employer.  You can expect your insurance company to reimburse you for a portion of our fees.  That portion is determined by the contract between your employer and the insurance company.  The higher the premium paid by your employer, the more generous the reimbursement.  Although we may or may not be a party to contractual arrangement with your insurance company, we do want to help you receive the maximum reimbursement benefit to which you are entitled.  As a service to you we will electronically process your insurance claim the day of your treatment and gladly provide dental x-rays, charting and a written diagnostic report to expedite processing.  
· If a service is not covered by your insurance company, you are ultimately responsible and you will receive a statement / bill from our office.    

· Your estimated portion or co-pay for treatment must be paid at the time of service.
· Should you receive a monthly bill from our office due to unpaid treatment services by your insurance company, you are expected to pay in full within 30 days from the date of the service the entire remaining balance due for that service. You will be assessed a finance charge of 1.5% for each monthly bill sent to you after 30 days.  

· Cosmetic or Elective procedures must be paid in full prior to commencement of your treatment.  As a courtesy, we will submit a claim to your insurance company upon completion of your treatment in attempt to maximize your benefit reimbursement and out of pocket expenses.  
· Unpaid balances will be turned over to a collection agency after 90 days if you fail to pay.  You will also be responsible for any collection fee incurred by this practice attempting to collect.  
· We accept Cash, Check, MasterCard, Visa, Discover, American Express or we will assist you with additional financial arrangements with our third party financing companies who all offer zero percent interest for 3 to 24 months. 
· Returned Checks will be charged a $35.00 return check fee. Hot checks will be turned over to Williamson County DA’s office for prosecution.
· For patients without Dental Insurance OR once your Dental Insurance annual maximum has been exhausted, we offer a pre-pay discount of 5% for cash or check. Pre-payment must be made 1 week prior to scheduled appointment for discount. 
· A fee of up to $3.00 per minute may be billed to you for any appointment you fail to keep without giving the office 2 business days notice (48 business hours).  Our business days consist of M-W 8 am to 7 pm. 
By signing below, I have read and agreed to honor the policies outlined above. I understand and agree that (regardless of my insurance status) I am ultimately responsible for the balance of my account.
(Resp. Party)

Signature ___________________________Date _________________ Print Name_________________________            [image: image1.wmf]
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