Cary Dental Center

3701 NW Cary Parkway
Preston Plaza, Suite 201
Cary, NC 27513

Ph: 919-462-0308

Fax: 919-462-0710

Financial Policy

This is an agreement between the Doctor, as atorednd the Patient/Debtor/Guarantor
named on this form.

In this agreement the words “you”,“your’and “yours” mean the
Patient/Debtor/Guarantor. The word “account” meahs account that has been
established in your name to which charges are rmadepayments credited. The words
“we”, “us” or “our” refer to the Doctor. By execung this agreement, you are agreeing to
pay for all services that are received.

PAYMENT POLICY

If you need dental treatment, the doctor performyngr exam will create a treatment
plan for you. Our financial/insurance coordinatatl weview your treatment plan and
inform you what your estimated financial resporigibs are prior to scheduling for those
dental procedures.

We accept cash, personal check, money order, dafuls, Discover, MasterCard or Visa
cards as forms of payment . Payment is due irfduljyour portion at the time of service.
We offer payment plan options through CareCredihi party financial company that
can handle long term financial for those who atergsted. Please feel free to contact our
financial coordinator for further details.

INSURANCE POLICY

Dental insurance is a contract between you and iysurance company. We aOT a
party to this contract, in most cases. We will pdur primary insurance as a courtesy to
you. Although we may estimate what your insuranoengany may pay, it is the
insurance company that makes the final determinatioyour eligibility. Please bring
your insurance card with you so we may do a congaiitary benefits check for you. You
agree to pay any portion of the charges not covieyegbur insurance.

For extensive procedures, a pre-authorization erggtimate to your insurance may be
sent at your or our discretion. It will take atdeawo weeks to receive an answer back
from your insurance.

We do not bill to your secondary insurance companytor each date of service, we
will file your primary insurance once. After 30 dalyom the date of service and we have
not received payment from your insurance compaay, will be required to pay the full
balance and seek reimbursement from your insuremwgany.

COMPOSITE RESINS (*TOOTH-COLORED FILLINGS”)



We are an amalgam (mercury) free office. If yowsuirmance only pays for the alternate
amalgam fee, then you are responsible for the mwered difference in the fee.

MISSED APPOINTMENT FEE: If you do not show up or cancel your appointment,
with less that 24 hours notice without a valid tegsa fee will be charged. Depending on
the length of the appointment the fee can range f50-$100. This fee must be paid
before a new appointment is scheduled. Patients %ibr more consecutively missed
appointments will be asked to transfer their resdodanother dental office.

PAST DUE ACCOUNTS: If your account becomes delinquent, we will takeassary
steps to collect this debt. If we have to referryaacount to a third party collection
agency, attorney and/or court, you agree to paptittanding balance due plus all of the
collection agency, attorney and/or court fees.

RETURNED CHECKS: There is a $30 fee charged to your account for @rgck
returned by the bank. If this occurs, you will leguired to pay with cash or money order
the balance due plus a $30 returned check charge.

RECORDS TRANSFER FEE: There is a $15 fee per person if you would likeiespf
your records and x-rays transferred to anotheradl@ftice or to your address. We are
legally allowed by State and Federal Law up to 3@sdto process this request. This
request needs to be made in writing. We will prewau with the Request for Records
form to fill out.

EFFECTIVE DATE: Once you have read, understood and signed thiemagr, you

agree to all of the terms and conditions contama@in, and the agreement will be in full
force and effect.

Guarantor Name:

Guarantor Signature:

Date:




