Gentle Care Family Dentistry
1021 Gilpin Ave, Suite 200

Wilmington, DE 19806

Phone: 302 655-5862

Fax: 302-655-5897 

Financial Responsibility Policy
As a result of the many different and confusing insurance company reimbursement policies, it is necessary to have an easily understood financial responsibility policy. 

· Payment is due on the date of services.

· A $50.00 cancellation fee will be applied to your account if you don’t cancel or reschedule your appointment within 48 hours prior to your visit. ___________________ Initials
· It is important for you to provide the office with complete insurance information for all carriers with whom you are insured at the time of service. At each office visit we need you to show us your insurance card to insure that your current insurance information is on file.

· As a service to our patients, we will submit your insurance claim to your primary insurance company. Our office will provide the insurance with all the information necessary to help you receive maximum benefit from your insurance company. However, it is the patient’s responsibility to know the insurance coverage and benefits limit of their particular policy.
· If a claim is denied, we will research why the rejection occurred and either resubmit to insurance or bill you the appropriate balance. If the claim is denied a second time, the appropriate balance immediately becomes the responsibility of the patient and should be paid to us directly. You may then contact your insurance company for reimbursement. 
· If the patient has coverage with second insurance company, the patient is responsible for submitting all secondary claims directly to that insurance company along with a copy of the explanation of benefits from the primary insurance.

· Insurance is a patient’s benefit designed to assist the patient in their financial obligation to Gentle Care Family Dentistry. The patient is the one receiving the dental treatment and therefore is ultimately responsible for all charges in the account regardless of any insurance coverage. This applies to everyone in the family that is treated by Gentle Care Family Dentistry.
· The office will collect the patient’s deductible (when services are subject to the deductible) and the estimated balance after insurance at the time of services rendered. After insurance payment is received, the patient will be billed for any differences between the anticipated insurance payment and the actual insurance payment.

· You agree to reimburse us the fees of any collection agency, which may be based on a percentage at a maximum of 50% of the debt, and all costs, and expenses, including reasonable attorneys’ fees, we incur in such collection efforts. 

· An annual finance charge of 5% will be added to your account if not current.
· In the event that the patient does not have insurance coverage, charges for the services are due and payable at the time services are rendered, unless prior arrangements have been approved.
· A $40.00 fee will be charged for returned checks 

· Prosthetics: Crown, dentures, bridges, etc.  Failure by member to return for the delivery of these items is subject to doctor time and lab fee charges. ____________Initials
Insurance benefits are estimates only; I understand that I am responsible for any co-payments and deductibles, along with any procedures that my insurance company does not cover. I authorize the dentist to release any information, including diagnosis and records of treatment rendered to my family, or me during the period of such dental care to third party payers and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist, insurance benefits otherwise payable to me. I agree to be responsible for payment of all services rendered and any collection fees accumulated on my behalf or that of my dependants.  In the event payments are not received by the agreed upon dates, I also understand that finance/billing charges may be added to my account. I am also responsible for any insurance claims not paid within 60 days of services.
_________________________________________________________                      ____________________
Signature of Patient (parent if minor) or Responsible Party                       Date 
