About Dental Insurance Coverage

Many of our patients have some form of dental insurance.  This is a contract between

the patient, their employer and an insurance company to pay a “certain amount for certain dental services under certain circumstances.”  Sound kind of vague and confusing?  Don’t feel bad, it is!  There are literally thousands of different insurance plans and they have many different levels of coverage, different conditions for coverage, different annual deductibles, different annual maximums, and different exclusions.  And each plan changes almost every year!  If you tell us you have “Delta” or “Blue Cross” or “Aetna” or “Metropolitan” that doesn’t tell us the details of your plan---each company offers many different plans to employers, based on the premiums they are willing to pay.  The better a dental plan is, the more services it covers at higher rates and the more flexibility it offers patients on where they can go to receive treatment.


Although our office staff will try to answer any questions you may have, we do not and can not know all the changing details of each dental insurance plan.  That is the responsibility of your plan administrator at the place where you work.  We make a good faith ESTIMATE for you of how much we anticipate your insurance will probably pay and ask that you pay the difference at the time of treatment.  Then, once your insurance has paid, we will refund, credit or bill to you any difference.   As a service to our patients we will fill out and submit copies of any treatment you have done to your insurance company for you, but we cannot guarantee how much or even if they will pay for it.  Whatever they do NOT pay is your responsibility.  


Some dental insurance companies give their employees a limited list of providers (dentists) with which they have negotiated special discounts.  They offer these dentists the opportunity to be on a “preferred provider” list in exchange for reduced pricing or limiting the services they can offer.  This generally appeals primarily to those dentists who have difficulty otherwise staying busy and attracting or keeping patients---most dentists are not “participating.”  If your dental plan in any way restricts who you may see or pays more only if you see certain participating dentists please be informed that we are NOT on any such lists or participating with any such plans.  Usually, but not always, such plans will allow patients to see non-participating dentists but will pay at a reduced rate if they do so.  Some plans will not pay at all.  We have many patients with such plans who have elected to receive their dental care from us despite this. If you have such a restricted dental plan, and getting the maximum possible payments from your insurance is very important to you, you may decide to go elsewhere.  We will be happy to make recommendations for you from any lists of dentists you may have.


We will do our best to get you the most coverage from your insurance we can.  Sometimes it is helpful for you to directly call your insurance company if they have rejected a claim for frivolous reasons or paid poorly.  We will give you contact information in such cases.

It is also good to be aware that all dental insurances have relatively low maximum amounts they will pay annually (generally between $500-$2000) and some also have deductibles that must be satisfied before they begin paying.  Some will pay a higher percentage for one type of filling than another.  Some have exclusions for services such as bite splints or orthodontics (braces).  If there is an optional dental treatment you are interested in but would only want to receive if you are certain your insurance will cover it, you can request for us to submit a pretreatment estimate to your insurance company.  This delays care 4-8 weeks but provides a better estimate what they will pay.

I have read this information and had an opportunity to have any questions answered:

Name _____________________________________     Date ______________________

PRIVACY PRACTICES

Federal and State HIPAA laws require that after April 14th, 2003 all patients be informed of their dental office’s particular privacy practices.  We have instituted various safeguards and practices to protect your personal health information and especially focus on keeping confidential anything that might be sensitive (such as certain medical conditions you may have or financial problems).  

In compliance with the HIPAA laws we are providing you with a formal notice of our privacy practices.  This notice is also posted in our reception area.  In the normal process of our daily operations we do need to disclose some information about you.  For instance:  1)  To remind you of upcoming dental appointments we mail reminder cards or call and leave messages at your home stating the date and time of your appointment; 2)  To process your insurance claims we  must tell your insurance company what treatment was done and the date; 3)  We may be asked to discuss your care with concerned family members (such as a spouse, parent or guardian); 4)  We may need to obtain a consultation from a specialist if your condition is complicated, requiring us to describe your specific situation.  5)  In the event that your account became seriously overdue we might have to share what was owed with a collection agency.   On the other hand, without your express consent we will not casually discuss or share your personal health information with anyone who does not have such legitimate rights and a need to know.  If you have a specific privacy concern (such as not wanting us to share any of your information with a former spouse or employer) please let us know in writing and, if feasible, we will try to honor your request. 

    WE ABSOLUTELY WILL NOT RELEASE ANY INFORMATION ABOUT YOU TO 

         ANY PERSON OR ORGANIZATION FOR THE PURPOSE OF ADVERTISING,  

                                                  MARKETING OR SOLICITING.

CONSENT FOR USE AND DISCLOSURE OF PATIENT INFORMATION 

I have read this sheet and received (or was offered) a copy of your privacy practices.  Until I notify you otherwise*, I give you permission to share my dental, general health and financial information with my insurance company, family, specialists, and others in those circumstance you deem necessary or appropriate.  I understand and expect that you will exercise discretion and care in protecting confidential matters and will never release my information for marketing.** 

_________________________________________


_________________

SIGNED







DATE

_________________________________________

 Print name

*Or this agreement expires according to any HIPAA limitations on such agreements

**You may revoke this consent at any time by submitting written notice

Office Use Only

SPECIFIC CONCERNS:

Crossoak Family Dentistry, PC
Plainwell, MI, 49080
(269) 685-1316

  Chart #:
__________

     
FOR OFFICE USE ONLY

Patient Information
Patient Name: _________________________________________________________  Date:
_______________

                                  Last                                                         First                                               MI

     [image: image1.wmf] Male   [image: image2.wmf] Female                                               [image: image3.wmf] Married   [image: image4.wmf] Single   [image: image5.wmf] Child   [image: image6.wmf] Other
_____________

Social Security #: ________________________________  Birth Date:
_________________________________

Phone (Home): ________________ (Work): ________________ Ext:______  Best time to call:
_____________

Preferred appointment times:  [image: image7.wmf] Morning   [image: image8.wmf] Afternoon   [image: image9.wmf] Evening   [image: image10.wmf] Any Time    [image: image11.wmf]M  [image: image12.wmf]T  [image: image13.wmf]W  [image: image14.wmf]T  

Address:
__________________________________________________________________________________

                            Street                                                                                                                                     Apartment #


__________________________________________________________________________________

                            City                                                                                  State                                                 Zip Code

Health Information
Date of Last Dental Visit: __________________  Reason for this visit:
___________________________________

Have you ever had any of the following?  Please check those that apply:
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	[image: image16.wmf] Allergies __________

	                  __________
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	[image: image30.wmf] Hay Fever
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	    Due date:_________

	[image: image43.wmf] Radiation Treatment
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	OTHER:
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( Have you ever had any complications following dental treatment?    [image: image58.wmf] Yes  [image: image59.wmf] No

     If yes, please explain:
_______________________________________________________________________

( Have you been admitted to a hospital or needed emergency care during the past two years?    [image: image60.wmf] Yes  [image: image61.wmf] No

     If yes, please explain:
______________________________________________________________________

( Are you now under the care of a physician?    [image: image62.wmf] Yes  [image: image63.wmf] No

     If yes, please explain:
______________________________________________________________________

· List any over the counter or prescription medications you are taking.________________________________

            _______________________________________________________________________________________________________________________________________________

( Name of Physician: _______________________________________________  Phone:
___________________

( Do you have any health problems that need further clarification?    [image: image64.wmf] Yes  [image: image65.wmf] No

     If yes, please explain:
______________________________________________________________________

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have any change in my health, I will inform the doctors at the next appointment without fail.

_________________________________________________________________  Date:
___________________

   Signature of patient, parent or guardian

Referral Information
Whom may we thank for referring you to our practice?    [image: image66.wmf]Another patient, friend    [image: image67.wmf]Another patient, relative

      [image: image68.wmf] Dental Office    [image: image69.wmf] Yellow Pages    [image: image70.wmf] Newspaper    [image: image71.wmf] School    [image: image72.wmf] Work    [image: image73.wmf] Other__________________

Name of person or office referring you to our practice:
______________________________________________

Spouse or Responsible Party Information
The following is for:   [image: image74.wmf] the patient's spouse    [image: image75.wmf] the person responsible for payment

Name: 


                    [image: image76.wmf] Male   [image: image77.wmf] Female                               [image: image78.wmf] Married   [image: image79.wmf] Single   [image: image80.wmf] Child   [image: image81.wmf] Other 


Social Security #: ________________________________  Birth Date: 


Phone (Home): ________________ (Work): ________________ Ext:______  Best time to call: 


Address: 



                                  Street                                                                                                                                                                                                         Apartment #

                                  City                                                                                                                                                         State                                                 Zip Code
 Employment Information

The following is for:   [image: image82.wmf] the patient                  [image: image83.wmf] the person responsible for payment

Employer Name: 
  Occupation: 


Address:





                                  Street                                                                                                           City                                                                    State                      Zip Code

Insurance Information
Primary

Name of Insured: _______________________________________________  Is insured a patient?  [image: image84.wmf] Yes   [image: image85.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:


Insured's Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 


              Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:  [image: image86.wmf] Self   [image: image87.wmf] Spouse   [image: image88.wmf] Child   [image: image89.wmf] Other___________________

Insurance Plan Name and Address: 


Secondary
Name of Insured: _______________________________________________  Is insured a patient?  [image: image90.wmf] Yes   [image: image91.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:

Insured's Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 


              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:  [image: image92.wmf] Self   [image: image93.wmf] Spouse   [image: image94.wmf] Child   [image: image95.wmf] Other___________________

Insurance Plan Name and Address:
 

Consent for Services

As a condition of receiving dental care at this office, I agree to abide by the requirements of the Crossoak Family Dentistry, P.C. Patient Agreement. This includes prompt payment for services as they are rendered unless other agreements have been made in advance.

If I have dental insurance I acknowledge that ultimately I am personally responsible for the payment of all dental services received.  This office will help me  to prepare my insurance forms and will assist me  in submitting them to the  insurance company crediting any monies collected to my accounts. However, I recognize that  this dental office cannot guarantee any insurance payment. They provide only educated estimates. I am responsible to promptly pay for any portion not covered by my insurance company.

I realize that a service charge of 1½% per month (18% per annum) will be charged  on any unpaid balance after 30 days. I understand that any pre-treatment dental care estimates given will only be honored for 12 months from the date they are initially quoted. If actual treatment needs turn out to be different from those estimated the fee will, of course, be adjusted up or down to reflect this.

In consideration for the professional services rendered to me, I agree to pay Crossoak Family Dentistry, P.C., either at the time said services are rendered, or within five (5) days of billing if credit shall be extended.  I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, within the time for payment thereof.  I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder.

I grant my permission to Crossoak Family Dentistry P.C. or its assignee, to telephone me at home or at my work to discuss matters related to my dental care.

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

_________________________________ Date: _____________ Relationship to Patient​___________

Signature of patient, parent or guardian

_________________________________ Date: _____________ Relationship to Patient____________

Signature of guarantor of payment/responsible party

[image: image96.png]Crossoak Family Dentistry, PC

POTENTIAL NEW PATIENT INTRODUCTION

Hello! Please read this before scheduling any appointments.

We are currently accepting new patients on a limited basis. The “limited” part has nothing to
do with race, religion, political'views, gender or age. Instead, it has to do with how pleasant
you would be to have as a patient. We consider a “pleasant” patient one who:

1) Is dourteous and polite

2) Shows up for scheduled appointments (or calls Wlth at least 24 hours notice)
3) Pays their bills promptly

4) Is willing to sign this good faith agreement

We are not interested in (and will dismiss) patients who are not “pleasant”. Please do not begin
to schedule dental care with us if you are rude’or have a short temper or foul mouth. If you are
the kind of patient that often “forgets™ or breaks dental appointments without notice, please go
somewhere else. We charge for broken appointments and generally dismiss a patient after this
happens three times. If you have to be asked repeatedly to pay the portion you owe for dental
care or are looking to set up “payment plans”, please go somewhere else. We are not set up to be
a financing company and it increases costs for everyone when patients must be billed repeatedly.
We charge interest for balances over 30 days old. After 90 days we begin the process of turning
over delinquent accounts to a collection agency. If you have insurance, we will ask only for your
estimated portion (based on our estimates) up front---we will wait to see what your insurance '
pays and then make any needed adjustments (refunding or billing any difference to you).

Based on our definition, if you are a “pleasant” patient, we would love to have you as part of our

dental family. We will always try to treat you in a kind, caring, courteous manner and we are
especially good with keeping things relaxed and comfortable (“We Cater to Cowards*”) Thank

you for con51der1ng our office! .

~Very truly yours,

Terry Rowland, DDS
Crossoak Family Dentistry, PC <

I agree to be a “pleasant” patient (or responsible guardian) by your above definition. ‘ ,

Patient Name and Date





