HOWARD J. SOSNA, D.D.S.

FINANCIAL POLICY AGREEMENT

Thank you for choosing our practice for your oral surgery needs. We are committed to your successful treatment and want to make every effort to ensure mutual cooperation in all aspects of your care. The following statement explains our Billing Office Policies. PLEASE READ THIS INFORMATION CAREFULLY. If you have questions, our receptionists will be glad to assist you. You will need to sign and date this form before seeing the doctor.

Please provide the following to the receptionist at the time of your visit:

· Current dental insurance cards

· Current medical insurance cards

· Dentist Referral

· Valid driver’s license

You or the responsible party you designate on your account are ultimately responsible for payment of all charges, including those not paid by your insurance company in a timely fashion. Fees quoted prior to your treatment are ESTIMATES of what you might owe.

Please ask the receptionist whether Howard J. Sosna DDS OMS, Inc. participates with your dental and/or medical insurance plan.  
In-Network Dental Insurance: You will be responsible for payment of your deductible and co-payment, as well as, any non-covered services according to our agreement with your dental plan. You must be covered at the time of service and provide proof of insurance to our office. You will be responsible for any amount not covered by your plan up to the contracted fee once your claim is considered according to your available benefits.

Out-of-Network Dental Insurance: We require a 50% deposit at the time of service if your plan sends payment directly to our office.  We require 100% payment at the time of service if your plan sends payment directly to you. As a courtesy, we will submit your claim, but you are responsible for making sure that your claim is paid in a timely fashion. Payment will be made according to your out of network benefits. You are responsible for any non-covered services. YOU must notify our office of any special requirements of your insurance plan (i.e. pre-authorization, pre-determination, and referral) PRIOR to your treatment.

If you have multiple insurance plans and your medical or dental plan sends payment to you, you MUST send that amount to our office WITHIN 5 BUSINESS DAYS ALONG WITH THE EXPLANATION OF BENEFITS so your claim can be sent to the next insurance plan.

Private Payment: We require 100% payment at the time of service. We accept CASH, CHECKS WITH A VALID PHOTO ID, VISA, AND MASTERCARD.

Returned Check Fee: When a check is returned from your bank marked insufficient funds, we will apply that amount and the bank fee to your account. We will only accept payment on your account in the form of cash, certified bank check, money order, or credit card for the current and all future services.

AUTHORIZATION TO PAY BENEFITS TO THE DOCTOR

I authorize payment directly to the surgeon, and understand that I am fully responsible for all charges not paid by my insurance company. I also authorize the release of any information required by my insurance company for purpose of payment.

I have read and understand the above policy. I agree to the terms and conditions of this statement.

Signature: __________________________________________________ Date: ____________________
