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Southpointe Dental Financial Policy
~It is important to us to make the cost of optimal care manageable for our patients~
FOR PATIENTS WITH DENTAL INSURANCE 
-Please be sure you understand that your insurance is a contract between you and your carrier. 
  As a courtesy to you, we will submit pre-treatment estimates (if requested) and claims for services rendered. 
  You are financially responsible for all charges incurred on your account. 
FOR PATIENTS WITH DELTA DENTAL 

-Patients with Delta Dental are required to pay for their services on the day that the services are rendered 
 (a 5% courtesy applies when paid in full with cash or check). 
 Our office WILL submit the necessary claims and the insurance company will reimburse the subscriber   

 directly…Delta Dental will not pay our office. 

FOR PATIENTS WITH NO INSURANCE  

-Payment for services are collected on the day that the services are rendered when there is no insurance. 
~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ 

We Offer Several Payment Options:

· Cash or Check - We offer a 5% courtesy when patients pay in full the day of service with cash or check. 
· Credit Card - We accept VISA, MasterCard, Discover and American Express.
· Payment Plans from CareCredit – Interest free payment plans are available to qualified patients. These payment plans allow you to pay over time with no annual fees.

*CareCredit must be paid within promotional period chosen at the time of the transaction otherwise, interest is assessed from the purchase date. Minimum monthly payment required. Subject to credit approval. Apply online at www.carecredit.com  
~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ 

~Please remember that appointment times are reserved specifically for you & your individual dental needs~
We reserve the right to charge a minimum fee of $30 for missed or canceled appointments without a 24-hour notice.

**Be advised that Southpointe Dental charges $30 for returned checks. 
I have read and understand the above financial policy.

I understand that I am financially responsible for all charges whether or not paid by insurance (if applicable). 
I authorize the use of this signature on all insurance submissions. I authorize and request my insurance company to pay directly to Southpointe Dental any insurance benefits otherwise payable to me. I authorize Southpointe Dental to release all information necessary to secure the payment of benefits. 
Patient, Parent or Guardian Signature                                                              Date
Relationship to Patient if Applicable
