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  FINANCIAL  POLICY  FOR  JOHN  E.  VILLANO, DDS, PC                                                                                                           
In the interest of good healthcare practice, it is necessary to establish a credit policy to avoid misunderstandings.  Please carefully review the following:

· Payment is due at time of treatment.  IF INSURED, we ask that you pay your deductible and    co-insurance.  Full payment is due at time of service if noninsured, we offer 5% discount if paid with cash or check. For your convenience, we accept cash, checks, credit cards and Care Credit. Care Credit is a third party finance option. Applications can be submitted at carecredit.com or 800-365-8295. 
· Insurance is billed as a courtesy to our patients when accurate billing information is provided at time of service (or within 60 days).  We cannot always know about your coverage, deductible, pre-authorization or policy limitations.  Please take the time to know your policy.  Insurance is not a guarantee of payment, it is only an estimate, until the claim is billed and paid by your insurance.  
· We will not be responsible for waiting on third party liability claims such as auto or homeowners.  We will bill them and assist you in collecting, but you must keep your account current during the process.

· You are responsible for payment of your account if your insurance does not pay.  Accounts accrue interest at a rate of 1.5% per month or 18% annum after 90 days, regardless of pending insurance claims. Please remember you are fully responsible for all fees charged by this office regardless of your insurance coverage. 
· It is your responsibility to know if your insurance requires a “referral” or pre-authorization and make arrangements to obtain that in advance.

· We are not contracted to bill claims to MEDICARE or OREGON HEALTH PLAN. Patients who wish to be treated in our office are responsible for payment of their services. Medicare does not cover any dental treatments.
· Accounts with a balance after 90 days may be referred to a collection agency after mailing you notice. There will be 40% charge added to accounts turned over to collection.  
· A $25.00 fee will be charged for any returned checks.
I have read and understand the financial policy.  I agree to be financially responsible for my account.
Patient Name (PRINTED): 












Responsible party, if the patient is a minor (printed): 








Signature of patient or responsible party:  





 Date:  _________

