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STATEMENT OF FINANCIAL POLICY

     Our office is committed to providing you with the best possible care, and we are open to discuss our professional fees with you at any time.  Full payment is expected at the time of service, unless other payment options have been arranged ahead of time. Our office accepts cash, check, MasterCard, Visa, Discover and American Express.  Your clear understanding of our financial policy is important to our professional relationship, so please do not hesitate to ask questions.
INSURANCE
     We must emphasize that as a practice limited to Periodontics, our relationship is with you and not your insurance company.  Due to the vast number of dental plans, with varying degrees of coverage and deductibles for different procedures, we cannot estimate the amount of benefit that will be paid by your insurance company.  It is imperative that you bring your insurance card with you to your appointment.  Our staff will prepare and submit the claim to your insurance carrier.  If there is a balance due after we have received payment of your insurance claim, we will send you a statement reflecting the same, and payment is due upon your receipt of the statement.  If there is a credit balance, we will refund the same to you immediately upon receipt of the insurance payment.  If more than sixty (60) days pass without payment from your insurance carrier, you will be forwarded a statement reflecting the outstanding balance, which will be due and payable in full at that time.
     *The willingness of our office to file a claim with your insurance carrier on your behalf in no way represents a belief that your dental insurance company will cover all, or any part of the claim submitted, nor does it represent a belief or estimate as to the amount of such coverage, if any.

     *If you choose to have your insurance billed for the services, you MUST bring your insurance form or insurance card to our office at the time of the appointment.  It is your responsibility to supply the office with the necessary information to submit a claim to your insurance carrier.  It is not the responsibility of our staff to contact your insurance company, or your dentist’s office to obtain the information on your behalf.  

Method of payment which will be used: (Please check one of the following)

Cash____     Check____      Bank Card____     Insurance Billing w/Copay____
*********************************************************************************************

     All the information supplied is true and complete, and I understand that I am fully responsible for the treatment charges.  If dental insurance applies: Although this office files insurance claims as a service to the patient, the insurance contract is between the patient and the insurance company.  As we have no control over the insurance company’s method or amount of payment, any difference of payment is entirely the responsibility of the patient and is due in full once payment from the insurance carrier has been applied.  I hereby authorize submission of a claim to my insurance company and assign all of the benefits payable to Kurt B. Fleckenstein, DDS, MS, PLLC.
X ____________________


Date: ________________
Patient’s Signature
(Parent or Guardian if Minor)

2674 5th Avenue, Huntington, WV 25702

(304) 525-2630
        (304) 525-2600 (fax) 

www.wvperio.com
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