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FINANCIAL POLICY AND AGREEMENT

Thank you for choosing us to provide your dental care. We are committed to providing you with the best dental care possible. Our philosophy is to be informative, straightforward and honest, and nowhere is that more important than when discussing finance. We have found that thorough and meaningful communication before treatment begins, leads to satisfied patients and the least amount of payment problems. If you have any questions or concerns about our Financial Policy, please do not hesitate to talk with our office staff.

We expect payment at the time of service unless other arrangements have been made in advance.

DENTAL INSURANCE: If you have dental insurance, we want you to receive your maximum allowable benefits. In order to do this, we need you to provide current and accurate insurance information but you are responsible to know your Plan coverage, exclusions and limitations. Since many patients carry dental insurance that frequently covers only a portion of incurred fees, we encourage you to arrange payment for the non-insurance portion of services before treatment begins. You should also be aware of non-covered benefits such as: Missing teeth, crown/bridge/denture restorations, bruxism, limitations of filling material, frequency limits for exams, prophylaxis, fluoride and x-rays etc.

As a courtesy, we will verify dental insurance benefits provided you agree to the following conditions:  

•  Provide us with an insurance card and all the information necessary to verify coverage and file your claim.

•  Our relationship is with you and not your insurance company. Your insurance policy is a contract between you, your employer and the insurance company. We are not a party to that contract. 

•  You are responsible for our fees and not what your insurance company allows or considers Usual, Customary and Reasonable (UCR), all of which vary from one insurer to another.

•  Although we may estimate your insurance benefits, we are not responsible for their accuracy. Knowledge of benefits as well as benefit amounts, limitations, exclusions, waiting periods, etc. is entirely your responsibility. All estimates are subject to final approval by your dental insurance plan, therefore, the amount due is subject to change after final Explanation Of Benefits (EOB) have been paid. Receiving our services indicates you accept responsibility to pay the full amount owed regardless of our estimate.

•  All charges not paid by your insurance company are your responsibility regardless of the reason for nonpayment. Not all of the services we provide are covered benefits. Fees for non-covered services, along with deductibles and copayments are due at the time of treatment.

• You agree that you are not currently receiving benefits under a medical assistance program such as the Department of Social and Health Services.

PAYMENT POLICY: The estimated amount not covered by your insurance is due at the time of treatment and may be paid by Cash, Personal Check, Debit Card, Visa or MasterCard. 

•  We are pleased to offer the CareCredit card, the nations leading patient payment program. CareCredit lets you begin your treatment immediately, then pay for it over a period of time with low monthly payments. After filling out a short application, we can process it online and have an answer for you in minutes. Ask our office staff for a detailed brochure if you are interested, or you can go online to www.carecredit.com for information.

•  After dental insurance has paid its portion, a statement is sent to the mailing address on record, for the remaining balance. To avoid finance charges, Payment is expected within 25 days of the statement date.

•  If an insurance company does not fully pay in 30 days, you are responsibility to pay the balance. 

•  We do not file claims for more than one dental insurance company per patient. 

•  All emergency dental services, or any dental services performed without previous financial arrangements, must be paid by Cash, Debit, Visa or MasterCard at the time services are performed. 

NO INSURANCE COVERAGE: Payment is expected at each visit for services rendered. 

MINOR PATIENTS: The parent or guardian accompanying the minor is responsible for full payment. In the case of divorced or separated parents, the parent accompanying the child is responsible for payment, without any exception. We will not attempt to collect payment from a parent not present at time of visit.

RETURNED CHECKS: A $75.00 charge applies when the bank returns a check.

FINANCE CHARGES AND COLLECTION FEES: Finance charges will be applied to all balances not paid within 25 days of the monthly billing date. A late charge of 1.5% on the balance then unpaid and owed will be assessed each month until paid. It is your responsibility to ensure your insurance company pays promptly so you can avoid finances charges. You agree to pay collection costs and reasonable attorney fees incurred in attempting to collect on this amount or any future outstanding account balances. We understand temporary financial problems may affect timely payment of your balance. In those situations we encourage you to communicate any such problems immediately so we may assist you if possible. 

PAST DUE BALANCE: An account with an unpaid balance past 90 days will be sent to a collection agency. You will forfeit any past special fees and/or discounts previously applied and you will then be responsible for payment of regular fees for all procedures previously rendered. You will be responsible for any and all costs incurred in the collection of your debt, an interest rate of 24% on the unpaid balance from the last date of service, attorney fees, court fees and any other fees associated with the collection of your debt. 

MISSED AND BROKEN APPOINTMENTS: Appointments missed or changed with less than 48 hours notice are considered broken. Broken appointments will be rescheduled during the morning hours and subject to additional fees. Broken appointments prevent others from receiving needed dental care in a timely manner. Please be considerate and inform us at lease forty-eight (48) hours in advance to avoid a missed appointment fee of up to $50 per hour. We reserve the right to terminate professional treatment of any patient when scheduled appointments are not kept.

WORKERS COMPENSATION: We require written approval/authorization by your employer and/ or worker's compensation carrier prior to your initial visit. If your claim is denied, you will be responsible for full payment.

PERSONAL INJURY: If you are seeking treatment as part of a personal injury lawsuit or claim, we require verification from your attorney prior to any treatment. In addition to this verification, we require that you allow us to bill your health insurance when appropriate. Payment of the bill remains the patient's responsibility. We cannot bill your attorney for charges incurred due to a personal injury case.
CO-SIGNATURE: If another person signs this or another Financial Policy, that co-signature remains in effect until cancelled in writing. If written cancellation is received, it becomes effective with any subsequent charges.
EFFECTIVE DATE: Once you have signed this agreement, you agree to all of the terms and conditions contained herein and the agree​ment will be in full force and effect.

RECORDS AND REIMBURSEMENTS: Original records and radiographs are the property of this office. We will provide you with a digital copy of your record or radiographs for a nominal fee.

CONSENT & AUTHORIZATION: I authorize dental treatment and agree to pay all related professional fees. Fees not covered by my dental insurance will be promptly paid upon notification from this office. I have read and understand this document in its entirety, outlining office policies and financial policies of Viking Dental and Scott A. Olson, DDS, PLLC. Without any reservations, I agree to abide by the policies outlined herein.

PRINT NAME _______________________________________________ (PATIENT/SUBSCRIBER, or GUARDIAN)

SIGNATURE ________________________________________________ DATE __________________________
 VIKING DENTAL Scott A. Olson DDS PLLC Copyright 2011 All Rights Reserved
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