 Ken Copeland Family Dentistry

590 Neff Ave, Suite 100

Harrisonburg, VA 22801

540-437-4090
Financial Policy

Payment options:

1. Cash, checks or money orders

2. Credit cards: Visa, Mastercard, Discover, and American Express

3. Care Credit: outside financing company

a. Flexible financing options (including interest free plans)

b. Credit decisions usually take a few minutes

c. No annual fees or prepayment penalties
*Payments are due when service is rendered, including any deductibles and co-payments.

For patients with insurance:

1. We are participating providers with Delta Dental Premier only. This means we will adjust our fees to match theirs. We will file all dental claims for you regardless of the company.

2. Only your estimated portion is due at time of service (regardless of your insurance carrier). It may be paid by cash, check, credit card, or other outside financing company such as Care Credit or Capital One Dental Fee Plan.

3. Although Ken Copeland Family Dentistry will estimate the expected benefits, they are not responsible if the estimate is incorrect. You are financially responsible for charges not covered by insurance. Your insurance contract is between the insurance company and you.

4. You either authorize Ken Copeland Family Dentistry to receive payment of benefits from the insurance company or you pay in full for the treatment received at the time service is rendered.

5. You are responsible for ensuring that Ken Copeland Family Dentistry and your insurance company have complete, accurate information. Failure to do so may result in an additional charge of $5 for each insurance resubmission.

For uninsured patients:

1. You must pay your balance in full when services are rendered.

2. Outside financing is available for extensive treatment.

Additional Fees:

Returned check fee:
There is a fee (currently $25) for any checks returned by your bank for insufficient funds.

Missed appointment fee:  In order to keep the cost of dental care down for our patients, it is imperative that we be given ample notice to serve another patient in the event of a cancellation. For that reason, we do charge a $25-$50 per hour missed appointment fee if an appointment is cancelled or changed with less than 48 business hours notice or if you do not show for your appointment.  Please note that the office is generally closed on Fridays. The missed appointment fee may also be assessed if you are more than 10 minutes late for your appointment. 
Transferring Records:  If you request your records be transferred from another doctor or organization to us, you authorize us to receive all relevant information; including your payment history. If you would like to transfer your records from our office to another, you will need to request in writing that your records be sent to another doctor or organization. We reserve the right to charge a nominal fee to copy your records and forward them to the doctor of your choice. You authorize us to include all relevant information, including your payment history.
For Patients with a Balance:

Billing Fee:
In the event that the balance due is not paid at time of services, a $5 billing fee will be assessed.

Insurance:
Occasionally, a balance remains after insurance benefits have been made. A statement will be sent to you showing the total charges, payments made by you and your insurance company, and the balance due. You will be responsible for paying the balance within 30 days of the statement date.
PLEASE READ & SIGN THE BACK.

Monthly Statement:
If you have a balance on your account, we will send you a monthly statement. It will show the previous balance, any new charges, any applicable finance charges, and any payments or credits to the account. Payments (unless otherwise noted in writing) are due in full within 30 days.

Charges to the account:   We shall have the right to cancel your privilege to make charges against your account at any time. Future appointments may be cancelled if the account is past due.

Finance Charges:    A finance charge will be imposed on each item of your account which has not been paid within 30 days of the time the item was added to the account. The Finance Charge will be computed at the rate of 1.5% per month or an Annual Percentage Rate of 18%. Finance charges will be calculated monthly until the account is paid in full.

Past Due Accounts:
If your account becomes past due, we will take necessary steps to collect this debt. We have the option to report your account status to any credit reporting agency such as a credit bureau if your account is more than 90 days past due. If we have to refer your account to a collection agency, you agree to pay all of the collection costs which are incurred. If we have to refer collection of the balance to a lawyer, you agree to pay all lawyer’s fees and all court costs. The amount for collection fees is typically $20 plus 67% of the overdue balance. In signing this policy, you agree to waive the benefit of the homestead exemption and authorize your employer, bank, and/or credit union to release all information that will assist in collections efforts from Ken Copeland Family Dentistry should you fail to pay according to the terms previously stated in this policy. Interest will continue to accrue on all outstanding balances, including attorney and collection agency fees until the balance is paid in full.

Your signature below indicates that you have read and agree to the financial policy of Ken Copeland Family Dentistry above and on the previous page.

Patient’s Name: ___________________________________________________________________

Responsible party (if not the patient): __________________________________________________

Signature: ________________________________________________________ Date: ___________
