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Please read the following items carefully and initial each line.  Family Dental Center is abbreviated as FDC throughout this agreement.
Financial Agreement
______ All patients 18 years and older will be required to give his/her social security number, unless payment in FULL with cash or credit is collected at the time of service (regardless of insurance coverage).  
______ Checks returned as having “Non-Sufficient Funds” will add a $30 service fee to the total balance due and only cash or credit payment will be accepted for account payments thereafter.   
______Insurance eligibility will be verified prior to the appointment.  IF INSURANCE IS FOUND TO BE INACTIVE, verification from your insurance carrier will be required.  If you are unable to obtain this, you will be considered SELF PAY and will be required to pay in full at the time of service or you may reschedule your appointment.
______ Estimated co-pay, co-insurance, and/or deductible payments are due at the time of service.  
______It is your responsibility to know the details of your insurance policy.  Due to differences in insurance plans, be aware that payment totals given at the time of service are ESTIMATES ONLY—FDC does not know what your insurance will pay until FDC receives the check.  Therefore, a billing statement will be sent for any amount due after insurance payment is received.  Payment in FULL is due when you receive your billing statement.  If you are unable to pay your balance in full, please contact FDC. 
______ Balances that remain unpaid at 90 days may be referred to a collection agency.
Policies
______Children under 18 years old:  A parent or legal guardian must be present at all appointments of children age 17 and under unless FDC has been notified by the parent/guardian prior to the appointment and permission has been given to treat the child. A child new to FDC will require the presence of a parent or legal guardian—no exceptions.
______Late arrivals, missed appointments, or late cancellations:  If you are more than 15 minutes late for an appointment or you do not call and cancel or reschedule an appointment in advance, you may be charged a $50.00 no-show fee for each appointment that is missed without prior notice.  Insurance plans do not cover this fee.  This fee must be paid before another appointment will be scheduled.
______Respectful Behavior:  You, your family members, your friends, and any other accompanying persons are required to treat all staff at FDC with respect.  Disrespectful behavior, whether on the phone or in person, will NOT be tolerated.  This is considered a serious offense and will result in prompt discharge from FDC.  
______Discharge from FDC:  Failure to pay your bill, two (2) or more no shows (per family), and/or disrespectful behavior are grounds for discharge from FDC.  You will be notified by priority mail and will need to obtain a new provider for dental care.  FDC, as per legal obligation, will ONLY treat on an emergency basis for 30 days from the date of the discharge letter.  You will still be responsible for any balance owing on your account.
By initialing on the lines above, I verify that I have read and understand the statements and agree to abide by them.
CONSENT TO TREATMENT:  I hereby consent to evaluation, testing, and treatment as directed by my dentist or his designee at Family Dental Center.
Patient/Legal Guardian’s Printed Name____________________________________________
Patient/Legal Guardian’s Signature________________________________________________Date_________________
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