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FINANCIAL OPTIONS & PAYMENT ARRANGEMENTS
Patient Name_____________________________DOB____________SS/ID #_____________________Date______________

Subscriber Name__________________________DOB____________SS/ID ______________________Date_____________

Employer________________________________Employer ID #__________________________Group #________________

Taking care of you and your family is our highest priority.  That is why, when it comes to talking about finances, our goal is to provide you with clear information regarding our dental fees and your payment options.  At the onset of treatment, we will provide you with an estimate of the total fees expected.  Please understand that this will only be an estimate.  Treatment needs can change for a variety of unforeseen reasons.  Whenever possible, we will inform you of any treatment changes that will affect your financial estimate.

When estimating insurance coverage, we must also stress the word estimate as dental benefits are determined by each patient’s dental contract.  Every patient’s dental plan is different, and necessary dental services are not necessarily covered.  Most dental plans are designed to assist patients with their dental expenses.  Very few dental plans fully cover all dental services.  If you bring a copy of your dental plan, our staff will be happy to help you interpret your dental benefits.  Without a copy of your dental benefit plan, only an estimate can be provided based on what a “typical” dental plan provides.  If your dental plan pays more than expected, you will receive a refund.  If your dental plan pays less than expected, a balance due will be reflected on your monthly statement.  If your dental plan later determines that you were not eligible for coverage, the balance becomes your responsibility.
Thank you for reviewing your payment options and indicating your choice of payment.  We appreciate the confidence that you have placed in us in caring for you and your family.  We are available to assist you with your account.  Please feel free to contact us with any questions you have regarding the payment options listed below.





PAYMENT OPTIONS

Total Treatment Estimate $___________________Insurance Estimate $___________________Patient Estimate $__________________

Patient___________________________________ Refer to Treatment Plan Dated ________________for__________________________

· PLAN A:  Prepayment Courtesy         

We offer a 10% courtesy discount for all treatment that is paid in full the day of treatment by check or cash.  Discount will not apply to patients with Insurance or Unicorn accounts. 
                       

                                                              10% reduction - $___________Adjusted total = $_________________

· PLAN B:  Payment as Services are Rendered

You my use cash, check, credit (Visa, Master card, Discover) or debit card to make payment at the time of service.  If you pay in full with cash or check, we will apply the 10% courtesy discount for those payments as well. Discount will not apply to patients with Insurance or Unicorn accounts. 
· PLAN C:  Monthly Payment Plans

For our patients who want to make monthly payments, we offer short- and long-term financing through Unicorn Financial.  Our office will gladly assist you with the application process.
· PLAN D:  Insurance Coverage

Our goal is to help you maximize your dental benefits.  As a courtesy to our patients, we are happy to bill dental plans for dental services.  Please remember that the benefits available under the terms of your dental contract have been determined by your employer and your insurance carrier.  We do not have access to accurate benefit information unless you provide us a copy of your dental benefit booklet.  If you do not have a copy of your dental benefit plan, we can only estimate benefits based on other patient’s experiences.  Your estimated portion is            due in full the day of treatment.  Please check Plan A, B, or C to indicate how you would like to pay your estimated portion.

I,_____________________________________, have chosen Plan(s)___________above and accept full responsibility for this account.
I understand that any insurance estimate given by this office is not a guarantee of actual insurance payment or coverage.  I also understand that I am responsible for all charges incurred for dentistry performed upon me and my dependents.  Any insurance claim not paid in full after 60 days will  become my responsibility at that time.  Account # ______________ Patients listed on this account include_______________    
Responsible Party Signature _________________________________ Staff Signature___________________________ Date __________

