
From the Business Office

Please note that our relationship is with you and not your insurance carrier.  Just as your dentist is interested in assisting you clinically, the office staff is here to assist you in dealing with the business matters.  As such we find it best if you understand the financial responsibility you have for your treatment.  Please keep us aware of changes in your address, phone numbers or insurance information.

First Visit
We accept assignment of varying insurance plans.  If proper authorization has been received, patients covered by insurance carriers will be asked to make their co-payment only.  If you are not covered by an insurance carrier, you will be expected to make payment in full at the time of service.

Subsequent Visits
Upon determining your co-payment amount (and your annual deductible has been met), you are expected to make your co-payment at each visit.  If your insurance carrier does not consider your treatment necessary or chooses not to pay for the treatment, you will be responsible for payment.  Posterior composite restorations (tooth colored fillings on molars) may result in additional charges for which the patient is responsible.  

Method of Payment
Cash, personal check, Visa and Mastercard can be used at the time of service.  Care Credit, a credit card strictly for medical/dental treatment, can also be used.  Ask for more information with our front office if you would like to apply for this card.  We also offer a cash/check discount of 5% if you pay for your full visit at the time of service.

Cancellations
As your dentist has reserved time to see you, if you find you are unable to keep your appointment, please give the business office at least 24 hours notice.  Failure to give this notice may result in a charge to your account of a minimum of $60 per treatment hour.

Payment Authorization
I, _________________________, hereby authorize Sunset Dental Professionals to release information concerning my present treatment.  I direct the insurer to pay directly to Sunset Dental Professionals all benefits due them as a result of my dental claims.  Although covered by insurance, I am aware that I am personally responsible for all charges.  A photo copy of this authorization will be valid as the original.  30 days after statement date finance charges will be added monthly at a rate of 18% annually.  In the case of my failure to comply with payment of co-pays, new charges or outstanding balances, I authorize Sunset Dental Professionals to verify employment for collection purposes.  An additional administrative fee of $25 will be added to my account if my account is referred to a collection agency.

Signature of patient or guardian ___________________________________ Date____________

