Bryan L. Whitwell [3.1).5,
3103 N, Shartel Ave.
Oklahoma City, OK 73113
{405) B42-1113

FINANCIAL POLICY FOR OUR PATIENTS

Qur office wants all of our patients to be able to comfortably afford dental care. We
proudly offer the following financial policy so that our patients can have the opporiunity
to decide which payment option best suits their noeds.

It is customary to pay for professional services when rendered. We ask that the fee be
paid in full at the time of treatment unless other arrangements have been made in
advance.

PAYMENT QOFTIONS
1. CASH
2. CHECK
3. INSTURANCE
4. THIRD FARTY FINANCING
5. MASTERCARD, VI5A, DISCOVER

INSURANCE
Our office understands the value ol insurance benefits o our patients and will gladly
work with you to help get the maximum benefii availahle to you. We will estimafe your
deductible and the portion that is covered by your insurance carrier. The amount
determined not to be covered by the inswrance carrier is due at the time of treatment
and may be paid by any of the above opiions. Our esfimaie is subject 1o final approval by
your insbrance company and could therefore change the amount due 1o our office, Any
balance will then be billed or credited 1o you.

We are happy to assist you with your dental insurance and wall file your elaim for you.
Howgver, we ask that you read vour policy fo be fully aware ol any lemitations of the
benefits provided. With thousands of insurance companies available today it is
impossible for us to know the specific details of every patient’s policy, . We will gladiy
help you in any possible way. bt it is your responsihiiity to know the limisations of your
policy. You are responsible for payment in full if for 2ny reason your insurance
company docs not pay what is expected.

By signing below you agree thal you have read and understand the abeve information and
accept the financial policies of this office. You also agree to allow us to file your
insurance claims for vou and accept assignment of benefits. Any balance owed afier 90
days will be turned over to an outside collection agency for resolution.

Signature of Paticnt/Parent i Date




