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PEDIATRIC DENTISTRY





Financial Policy

Welcome to our office and thank you for selecting us for your child’s oral health and dental needs.  We believe that the best service can only be provided when there is a mutual understanding between our financial policy and our patients.  Please review our financial policy and sign below.  We would be happy to answer any questions that you may have.

Insurance:  It is extremely important to understand that our office is not responsible for knowing the benefits and percentages of each patients insurance coverage.  It is the responsibility of the policy holder to be familiar with their individual insurance policy and to understand their own benefits and percentages of coverage.   As a courtesy, our office will call to verify the activity of your policy at your initial visit, but any information given to our office from insurance companies is not a guarantee of coverage or payment. Again, it is not the responsibility of Mount Rose Pediatric Dentistry to determine coverage and benefits for individual insurance plans.
Payment:  Payment is due in full at the time of service.  The parent or guardian that brings the patient to his/her dental appointment is responsible for payment in full for services rendered that day.  We will be happy to file your insurance claim for you.  We will allow a maximum of 45 days for payment from your insurance company.  Any outstanding balance on your account after 45 days from the date of service will be the responsibility of the guarantor to pay in full.  If you would like to file your own claim after 45 days from the date of service, our office would be happy to print your claim for you as long as your account is up to date.   It is very important that you keep our office informed of any insurance changes.  A $25 fee will be charged if our office needs to re-file an insurance claim should you not inform us of a change in your coverage.  A $25 fee will be charged for any returned check.  Delinquent accounts will be transferred to a third party collection agency for resolution with subsequent immediate dismissal from Mount Rose Pediatric Dentistry.

I understand and agree to the Financial Policy outlined above:
_______________________________________________________________________
Signed parent or guardian
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