[image: image1.png]Bethesda chevy Chise

ADVANCED DENTISTRY

George Gotsnidze DMD





THE BARLOW BUILDING

5454 Wisconsin Avenue, Suite 1350

Chevy Chase, MD 20815

Phone: (301)652-1545 Fax: (301)652-4171

PATIENT FINANCIAL TERMS & CONDTIONS
ALL DENTAL SERCIVES ARE THE PATIENT’S RESPONSIBILTY REGARDLESS OF INSURANCE COVERAGE OUR OFFICE WILL BILL YOUR INSURANCE COMPANY ONE (1) TIME ONLY BASED ON THE INFORMATION YOU PROVIDE TO THE OFFICE. ALL ACCOUNTS ARE COMPUTER GENERATED AND TURNED OVER TO A BILLING AGENCY AFTER ONE (1) CYCLE. ANY ACCOUNT THAT IS NOT PAID IN FULL WITHIN THE SIXTY (60) DAY GRACE PERIOD WILL AUTOMATICALLY BE SENT TO COLLECTIONS, UNLESS OTHER SPECIFIC ARRANGEMENTS ARE DISCUSSED.
We are committed to providing you with the best possible dental care and service. If you have dental insurance, we are happy to assist you to receive your maximum allowable benefits. In order to achieve these goals we need your assistance and your understanding of our payment policy. Despite having dental insurance, it is ultimately your responsibility to pay the provider for the services rendered and to assure that your insurance company properly processes your claim and pays your provider.

We require a minimum notice of 48 hours for any appointment changes. A fee of $75.00 will be applied to your account for broken or cancelled appointments without 48 hour advance notice. This fee must be paid prior to any future treatment.

Financial Policy
We will gladly discuss your proposed treatment and charges and will answer any questions. In our efforts to keep dental costs at a minimum while maintaining a high level of professional care, we have established the financial policies: 
1. Patients without Participating Insurance Coverage: 

Payment is expected at the time of visit. We accept cash, checks, MasterCard, Visa, Discover and American Express. We will be happy to process your insurance claim form for your reimbursement.  
2. Patients with Participating Insurance Coverage:

We will file your insurance for you providing we have been able to obtain verification of eligibility prior to your scheduled appointment. 
Deductibles and estimated patient portions will be collected at the time services are rendered. 

ALL fees related to any and all treatment are the full responsibility of the patient. In the event that payment is not received within 35 days from treatment date from your insurance carrier; OR the amount paid is different from the estimated portion, the remaining balance will be the responsibility of the patient. 

3. Care Credit:
For your convenience our office participates with Care Credit. This is a 3rd party medical card which will allow you to complete your planned treatment at a low interest rate, and for some treatment interest free. Please see one of our administrative staff members for more information. 

· A $25.00 charge will be added to any account sent to collections.
· Returned checks shall be subject to a $35.00 bad check fee. 
Our relationship is with you and not your insurance company. While the filing of insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the date the services are rendered.

Patient/ Responsible Party Signature                                                       Date:
Print Name: ______________________________________
By my signature, I indicate that I have read, understand and do hereby accept the terms of this agreement.
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