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FINANCIAL POLICY


We are most appreciative of your decision to allow SV DENTAL to provide for your health care needs. We strive to provide the best possible dental care at all times. While uncomfortable, it is necessary to understand that our dental practice is a business like any other, and so financial policies such as this are necessary. Please appreciate and respect that we must enforce this policy so that we may pay our employees and continue to provide the highest standard of dental care.  Please read this document carefully. We will be happy to discuss any aspects with you that are unclear. To ensure your best possible experience, we require that you agree to abide by this policy as indicated by your signature, before we treat you. Thank you.

1. Responsible Party

· SV DENTAL will gladly submit claims to your health insurance for the services provided. However, any charges accrued on the account are your responsibility. You will be expected to follow up on any unpaid or incorrectly paid charges, regardless of insurance coverage. We will be happy to assist you in any way we can, but you are ultimately responsible for timely payment of your account. 

2. Billable Services

· SV DENTAL will charge for professional services, as well as supplies used for your care.
· SV DENTAL will charge for all follow-up services.

· Occasionally, a patient will be scheduled for one type of service but the dentist may diagnose and treat another problem in addition to the scheduled service. When appropriate, SV DENTAL will charge for the additional service. Some insurance companies will not cover both services, which may result in a denial, a higher co-pay, or a return visit.

· SV DENTAL reserves the right to charge for extensive phone calls, reporting, consultation, coordination of care with other providers and/or other services provided on your behalf. Your insurance may not cover these services.

· SV DENTAL reserves the right to charge $25 for missed appointments, including same-day appointments. This fee may change without notice.

3. Due at Time of Service

· If you have insurance coverage, all co-pays, co-insurance, and deductibles are due at the time of service without exception. 

· Some insurance companies require secondary co-pays for certain office procedures. Please make yourself aware of your policy to prevent confusion during your office visits.

· We are required by contract with your insurance companies to charge all copays for all visits/procedures. Failure to do so is a breech on our part. We apologize but because of this, we cannot waive copays. 

· Payment in full is due at the time of service from non-SV DENTAL patients (tourists, etc.), regardless of insurance coverage.

· Payment in full is due at the time of service from accounts with a “bankruptcy” status.

4. Method of Payment

· Payment to SV DENTAL may be made in any of the following ways:

i. Cash

ii. Money Orders
iii. Credit or debit card (Visa, MasterCard, Discover, and American Express)
5. Insurance Coverage

· It is your responsibility to provide accurate insurance information to SV DENTAL at the time of service. We will make every effort to verify coverage prior to each appointment but it is ultimately your responsibility to know all details about your insurance.

· SV DENTAL will create and submit claims to your health insurance on your behalf. However, we reserve the right to refuse insurance and collect payment in full from you in certain situations (i.e. out-of-state Medicaid, insurance information provided after claim filing deadlines, etc.).

· SV DENTAL will not submit claims directly to an auto insurance carrier. We will provide you with the claim form, and you will be responsible to submit the claim to the appropriate no-fault carrier.

· It is your responsibility to verify that the dentist you have chosen is a participating provider under your insurance plan, prior to receiving services.

· It is your responsibility to verify benefits under your plan. You will be responsible for any non-covered services and services considered to be over “usual, reasonable and customary (URC)”. You will also be responsible for amounts not paid by your insurance for any reason, unless the amounts are contracted under SV DENTAL’s agreement with your insurance company.

· SV DENTAL must, under federal law, accurately report the services provided to you. Your insurance company may not pay for all services received. SV DENTAL cannot change the service or diagnosis codes (unless there was an error) to establish, secure, or increase insurance reimbursement. We must report the exact services provided and the exact reason for providing them.

· In the event that your insurance carrier mails payment to you for a claim submitted by SV DENTAL, it is your responsibility to ensure we receive payment.

· Your signature on this policy authorizes SV DENTAL to release health information to insurance carriers when necessary for payment, and directs them to remit payment directly to SV DENTAL (assignment of benefits).

6. Statements

· Account statements will only be sent on a weekly basis for accounts that have balances. Statements will show both patient (private) and insurance (suspense) balances. Private balances are due by the date shown. 

· It is your responsibility to provide SV DENTAL with your correct address and phone number. If a statement is returned for an invalid address, your account may be turned over to an outside collection agency.

7. Interest

· A finance fee of five dollars per month will accrue on accounts with private balances older than 30 days.

8. Payment Plan Options

· SV DENTAL may, and solely at their discretion, offer monthly payment plans to help you manage your health care costs.

· The terms of each payment plan will be discussed, put in writing, and will require a signature to indicate agreement. The terms may vary, again, at the sole discretion of SV DENTAL.

· Payments are due on or before the agreed upon date. If payments are late or missed your account may be turned over to an outside collection agency without notice. Failure to follow any or all of the payment plan requirements will render the payment agreement null and void.

· Payment plans are intended to help bring past-due amounts current. All future co-pays and deductibles are required at the time of service and will not be added to a payment plan.

9. Credits

· Any insurance credits or over-adjustments will be returned to the appropriate insurance company.

· Any patient credits or overpayments will first be used to pay past-due balances, including those that may have been referred to an outside collection agency.

· If patient balances have been resolved, patient credits will be returned to you (or the person/organization that paid). Please allow 2-3 weeks for processing. Smaller credits (generally under $20.00) may be left on the account to be used for future co-pays and/or deductibles.

10. Collections

· Your account may go to collections for the following reasons that include but are not limited to:

i. Invalid patient demographic information that prevents us from contacting you regarding your account.

ii. Failure to provide valid insurance information in a timely manner.

iii. Failure to pay patient balances.

iv. Failure to adhere to payment plan agreements.

· SV DENTAL makes every effort to work with you to keep your account out of collections. However, in the event that your account is referred to a collection agency, you will be responsible for the balance of the account in addition to a 30% collection fee. You will also be responsible for any interest, service fees and/or legal fees that accrue while your account is in collections.

· Once your account is forwarded to a collection agency, SV DENTAL will no longer provide services under any circumstances.

11. Returned Checks 

· Checks returned unpaid by your bank, regardless of the reason, will be posted back to your account in the original amount of the check, in addition to a $30.00 return check fee.  You may be asked to pay in cash/charge for future visits. 

12. Bankruptcy 

· If SV DENTAL receives notice of a filed Bankruptcy case on your account, we will make the necessary adjustments according to bankruptcy law.

· Your account will be placed in “bankruptcy” status, and you will be required to pay in full at the time of future service, regardless of insurance coverage. We will be happy to submit a claim to your insurance on your behalf and, if your insurance pays on the claim, you will receive a refund.

· Your account will remain in a “bankruptcy” status for two (2) years from the bankruptcy file date. If there has been no collection activity (multiple statements, letters, etc.) during that time, the bankruptcy status will be removed from your account and normal payment policies will apply.

13. Dismissal from Practice

· SV DENTAL reserves the right to dismiss patients from our practice for non-payment. If you have established a history of non-payment on your account, you may be eligible for dismissal.

· Prior to dismissal, SV DENTAL will issue a certified letter informing you of our intent to dismiss unless payment in full is made on your account. Payment in full includes your current account balance, in addition to any amounts that have been referred to an outside collection agency.

· If payment is not made within the specified amount of time, a certified dismissal letter will be issued. SV DENTAL will provide EMERGENCY CARE ONLY for thirty (30) days after the date of the letter to allow you time to find another physician for your child. You will not be eligible to see any of the physicians or providers at SV DENTAL after the 30-day notice has expired.

14. Questions or Concerns

· If you have any questions regarding your account, or need clarification on any of the items above, please contact us immediately and certainly before signing this form. Our billing staff will be happy to assist you with any future concerns as they arise. They may be contacted in person or on the phone from 9:00 a.m. to 5:00 p.m. Monday-Friday. 

We thank you again for choosing us to provide for your healthcare needs and for reading through our financial policy. Your signature below denotes understanding of the policy and agreement to abide by its provisions. 

Patient's Name _______________________________________Date of Birth________________

______________________________________________ 
___________________

Patient’s Signature 





Date
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Phone (631) 758-6565 Fax (631) 758-6568



