Riverside Dental Health
Financial PolicyPatient Data
Name_____________________________________ Sex _______ SS#_______________________________
PERSON FINANCIALLY RESPONSIBLE:____________________________________________________
ADDRESS OF PERSON FINANCIALLY RESPONSIBLE:_________________________________________
__________________________________________________________________________________________

1. INSURANCE.  We participate in most insurance plans.  If you are not insured by a plan we do business with, payment is expected in full at each visit.  If you are insured with a plan that we are contracted with, but do not have an up to date insurance card, payment in full at each visit will be required until we can verify your coverage.  Knowing your insurance benefits is YOUR responsibility.  Please contact the insurance company with any questions you may have regarding your coverage.
2. CO-PAYMENTS AND DEDUCTIBLES.  All copayments and deductibles must be paid at the time of service.  This arrangement is part of your contract with your insurance company.  Failure on the part of patients can be considered fraud.  Please help us to uphold the law by paying your copayment at the time of service.
3. NON COVERED SERVICES.  Please be aware that some- and perhaps all- of the services you receive may be non- covered or not considered reasonable or necessary to insurers.  You must pay for these services in full at the time of visit.  We will adhere to the insurance fee schedule if applicable.
4. PROOF OF INSURANCE.  All patients must complete our patient information form before seeing the Doctor.  We must obtain a copy of your driver’s license and current valid insurance in order to verify proof of insurance.  If you fail to provide us with the correct insurance in a timely manner, you will be responsible for the balance of the claim.
5. CLAIM SUBMISSION. We will submit your claims and assist in any way reasonable to obtain payment of your claims.  Your insurance company may need for you to provide information directly.  It is your responsibility to comply in a timely manner with their request.  Please be advised that the balance of the claim is your responsibility whether or not the insurance pays your claim.  Your insurance policy is a contract between you and your insurance company.  We are not party to that contract.
6. COVERAGE CHANGES. If your insurance changes, please notify us before your next visit so we can make the appropriate changes to help you to obtain the maximum benefit.  If your insurance company does not pay the claim in 45 days then the balance will automatically be billed to you.
7. NON-PAYMENT.  If your account is over 90 days past due, you will receive a letter that you have 20 days to pay the full balance due.    Please be aware that if a balance remains unpaid, we may refer your account to a collection agency. A surcharge of 25%-40% will be added to any account turned over to a collection agency. A $50.00 returned check fee will apply to your account for any checks returned from your financial institution.
8. MISSED APPOINTMENTS.  We may charge for appointments missed or cancelled with less than 24 hours notice. These charges will be your responsibility and billed directly to you.  Please help us to serve you better by keeping your regularly scheduled appointment.
Thank you for understanding our financial policy.  Please let us know if you have any questions or concerns.
I have read and understand the financial policies of Riverside Dental Health and agree to abide by its guideline.

Signature of Patient:__________________________________________ Date:___________________
Witnessed by:_______________________________________________ Date:___________________
