Family & Cosmetic Dentistry

Dental Smiles

Financial Policy/Truth-in-Lending Statement

Thank you for choosing our office as your dental healthcare provider.

The following is a statement of our Financial Policy, which we require that you read, agree to
and sign prior to any treatment.

Please Note: Payment is due at the time service is provided.

New v. Established Patient: Our practice firmly believes that good dentist/patient relationship is
based upon understanding and regular dental visits. However, if there is a significant lapse since
your last dental visit with us, we cannot provide a comprehensive dental experience for you.
Patient that has lapsed their dental appointment for more than 3 years will be considered a new
patient and will need to follow new patient protocols.

When Insurance Is Involved:

If you have insurance that has dental coverage, as a courtesy, we will file insurance benefits for
you. Prior to starting any treatment, we will provide you with a cost estimate indicating our total
fee, what we expect insurance coverage to be, and your estimated financial obligation due on the
day of service. This figure is only an estimate. Additional billing or refunds may be required.

Any changes will be brought to your attention as soon as possible. Many insurance companies
will pay our office directly. However, some insurance companies may only reimburse you and
not our offices. If your insurance company will not reimburse our office, you will be responsible
for the full cost of the visit. Your insurance company will send you a reimbursement check
directly. We will allow a maximum of 45-days for your insurance company to clear all account
balances. Any unpaid portions will be due in full by you after this period. After attempts to
collect outstanding funds and a 90-day grace period from time of service, patient, parents or
guardians not fulfilling their financial obligation will be sent to collections and credit reporting.
This dental office cannot render services on the assumption that charges will be paid by an
insurance company.

When insurance is not involved:

Payment is due when the services are rendered. All financial arrangements must be made in
advance. Any overdue balances may be considered for collection activity and credit and credit
reporting.

Forms Of Payment: Our dental office accepts various forms of payments in the form of cash,
credit cards (Visa, Mastercard, Discover), Debit Cards and also offers Care Credit or similar
patient healthcare financing for dental treatment. However, we do accept cashier's check or
money order made out to "Dental Smiles At Dacula."



Due to large amounts of bad checks, we do not accept personal checks as a form of payment for
dental services.

Broken Appointment Policy:

I understand that a 24 hour business day notice is required for changing or canceling the dental
appointment.

If the appointment is broken without a 24 hour business day notice, dental office reserves the
right to charge $50 for every hour of scheduled broken appointment. For more than 3
rescheduled, we may require a non-refundable deposit of 50% upfront before making any
appointments.

Collection of unpaid bills:

A service charge of 1.5 % per month on the unpaid balance will be charged on all accounts with
a balance exceeding 60 days, unless previously written financial arrangements are agreed upon.
Any overdue balances may be considered for further collection activity and credit reporting.

Should collection proceedings or other legal action become necessary to collect an overdue
account, the patient's Responsible Party consents and understands that Dental Smiles of America
LLC, DBA Dental Smiles at Dacula has the right to disclose to an outside collection agency all
relevant personal and account information or any other necessary and protected information to
collect payment for services rendered. The patient, or patient's Responsible Party understands
that they are responsible for all cost of collection including but not limited to, interest due at the
1.5% per month or 18% APR, all court costs and Attorney fees, and a collection fee of 25% will
be added to the outstanding balance.

If your account is in collection proceedings, your file will be inactivated immediately. In the case
of an emergency, the office may exercise reasonable discretion to offer an appointment. If an
appointment is offered at this point, the office will expect a full payment at time of service and
our office will not file any insurance claim on your behalf.

Administrative Fee for Records:

You will need to request in writing and pay a reasonable administrative fee for search, retrieval,
and other direct administrative costs related to compliance of $20/patient if you want to have
copies of your records sent via email. If you would like your records as a paper copy it will be an
additional $0.50 per page. Reproduction or copying models/diagnostic casts may be an additional
charge.

Expiration of fee estimates:

I understand that the fee estimates for dental care can only be extended for a period of 30 DAYS
from the date of consultation.



I grant permission to you and your assignee, to telephone me to discuss matters related to this
form.

I authorize Dental Smiles At Dacula/ my dentist to release information from my dental/medical
record to my insurance carrier or government agency for the processing of claims for
dental/medical benefits. I request that my insurance company(s) honor my assignment of
insurance benefits applicable to the services and pay all assigned insurance benefits directly to
Dental Smiles At Dacula/ my dentist, on my behalf.

I have read the above conditions of treatment and payment and agree to their content.

[ This portion of Financial policy applies only if you are coming through LHI: I am aware that I
am coming through LHI and so the above mentioned financial responsibility doesn't apply to me
since it is preauthorized by LHI and the responsibility is taken by LHI. By signing below, I am
assigning the benefits to be collected through LHI by Dental Smiles At Dacula, Dr Devang Shah
and associates.

Signature of guarantor of payment/responsible party:

Signature Date
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