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                        Dr. Graham Gardner                                 1206 Willow Lawn Drive
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                                                                                           Phone 804.282.6436

                                                                                                             Email info@gardnergrins.com

                                                                                                             www.gardnergrins.com
Orthodontic treatment is an excellent investment in the overall dental, medical and psychological well being of children and adults.  Financial considerations should not be an obstacle to obtaining this important health service.  Being sensitive to the fact that different people have different needs in fulfilling their financial obligations, we are providing several options.

TREATMENT PAYMENT OPTIONS:

          OPTION A –Office Installment Plan (Within estimated length of treatment)
An initial payment is due at or before the first treatment appointment, with subsequent payments due the 1st of each month thereafter until account is paid.  No finance charge.

          OPTION B – Equal Quarterly Payments

The first payment is due at or before the first treatment appointment, with subsequent payments due every 3 months thereafter until account is paid.  No finance charge.

          OPTION C–Payment In Full

A credit of $50.00 per $1000.00 is given for payment in full prior to the first treatment appointment.

This applies to fees of $1000.00 or greater.  One bookkeeping credit per patient.

         OPTION D–Office Installment Plan (Extended for up to 6 months after the

                               estimated length of treatment)

An initial payment is due at or before the first treatment appointment, with subsequent payments due the 1st of each month thereafter until account is paid.  No finance charge.  This option would require the Automatic Payment Option (see attached form to be completed).
         OPTION E–Office Installment Plan (Extended for up to 12 months after the

                               estimated length of treatment)

An initial payment is due at or before the first treatment appointment, with subsequent payments due the 1st of each month thereafter until account is paid.  No finance charge.  Credit Authorization Request Required (see attached form to be completed).

This option would require the Automatic Payment Option (see attached form to be completed).

         OR –Other options as discussed with office prior to treatment being initiated.

For your convenience, we accept Visa and MasterCard, American Express and Discover.

     Treatment times differ from patient to patient.  These payment options do not correspond to the estimated treatment time but are provided for your convenience.  There will be additional charges for late payments, missed appointments, replacement of broken or lost appliances, failure to follow instructions, and office visits 1 year after active treatment has been completed.
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AUTOMATIC PAYMENT PLAN

Patient                                                                                  Patient 

Name_________________________________________ ID#______________________

I authorize Wm. Graham Gardner D.D.S., P.C. to automatically charge my credit card

(Visa, MasterCard)

Listed below for ___________________monthly/quarterly payments of $______________.

Payments will be charged the _____ of the month, beginning _______and ending________.

This authorization is to remain in effect unless our office receives a written notice.

Credit Card Type_________________________________________________________

Credit Card #____________________________________________________________

Expiration Date_______________________________CVC(must have)______________

Name as it appears on the card______________________________________________

Authorized Signature ______________________________________Date____________

Home Telephone #_____________________Work Telephone#_____________________

Home Address___________________________________________________________

                        ___________________________________________________________

For Office Use Only

_____________________________________________________

_____________________________________________________

_____________________________________________________

CREDIT AUTHORIZATION REQUEST

Requested by:

 Wm. Graham Gardner DDS PC
Orthodontics for Children and Adults
1206 Willow Lawn Drive

Richmond, Va. 23226

(804) 282-6436 - phone

(804) 282-8297 – fax

info@gardnergrins.com
Name of Borrower___________________________________________Date____________________

Date of Birth ______________________________ S.S. #____________________________________

Address___________________________________________________________________________ 

Home Phone #__________________________
Work Phone #____________________________
Employer___________________________________________Telephone_______________________

Name of Co-Borrower________________________________________Date____________________

Date of Birth ______________________________ S.S. #____________________________________

Address___________________________________________________________________________
Home Phone # ____________________________ Work Phone #    ____________________________
Employer___________________________________________Telephone_______________________

I/we authorize Wm. Graham Gardner DDS PC or agent to verify the above listed information and run a credit check, as requested by me/us, for orthodontic services to be performed.

Signature of Borrower___________________________________________ Date_________________

Printed Name of Borrower________________________________________

Signature of Co-Borrower________________________________________ Date_________________

Printed Name of Co-Borrower_____________________________________

FOR YOUR INFORMATION:

We are committed to providing you with the best possible care.  We also would like to make the process of paying for services as convenient as possible.  In order to achieve these goals, we need your assistance, and your understanding of our payment structure.

Payments for service is due at the time services are rendered or according to financial arrangements that we have agreed upon and have approved in advance.  Returned checks, for any reason, are subject to a $25.00 returned check fee.  Payments are considered past due at 30 days from the payment due date and are subject to a $10.00 late fee and, if necessary, collection fees.  Charges may also be made for broken appointments cancelled without 24 hours notice.  Failure to keep regularly scheduled appointments, not following instructions and broken appliances will cause extended active treatment time and will result in additional charges.  

If you have dental insurance coverage, which includes benefits for orthodontic treatment, we are anxious to help you receive your maximum allowable benefits.  We will submit a claim for services rendered and payments can be made directly to our office.  It is your responsibility to inform this office of any changes to your insurance coverage.  If for any reason your coverage is terminated any amount left payable to this office will become your responsibility.   If you have any questions with regard to your insurance benefits, you should refer to your insurance company or your personnel office.

We realize that temporary financial problems may affect timely payment of your account.  If such problems do arise, we encourage you to contact us promptly for assistance in the management of your account.

If you have any questions about the above information, please do not hesitate to ask us.  We are all here to help you.

Dr. Gardner and Team
