Joseph D. Chipriano, Jr. DMD
Financial Policy
Thank you for choosing us as your dental health provider.  Please review our financial policy, agree and sign, prior to any treatment.

1.  For those patients with DENTAL INSURANCE, upon providing us with all of the insured information, we will submit your claim for you.  Deductibles and Co-Payments are due at  the time of service.  Remember, you are ultimately responsible for all payments.

· If you choose to have white composite fillings in posterior (back) teeth, usually you will have a co-payment, due at the time of service.
·  __________________________patient’s initials

2.  For those patients without DENTAL INSURANCE, payment is expected in full at the time of service.

3.  We accept CASH, CHECKS, VISA, MASTERCARD and DISCOVER credit cards for payments.
4.   We reserve the right to charge a MISSED APPOINTMENT FEE of at least  $25.00, (per half-hour scheduled time)  for those appointments that you do not cancel with at least 24 hours notice.

5.  For any checks returned from your bank unpaid, we will charge your account a $25.00 processing fee. 
6.  If your account is referred to collection (after 90 days of non-payment) you will agree to pay all collection costs, court costs and reasonable attorney fees, plus an amount  equal to 33 ½  % of the outstanding balance for the additional billing and collection efforts.
I have read this Financial Policy and agree to all of the terms.
Signature    _______________________________________Date ________________

                   Parent or guardian please sign if a minor

