FINANCIAL POLICY
Capstone Dentistry, LLC
Dr. Melanie Beck
17214 Midland Drive
Shawnee, KS 66217

Thank you for choosing Capstone Dentistry as your dental health provider
	We are committed to your treatment being a positive and successful experience. The 	following is a statement of our financial policy. 
	We accept cash, check, Credit, Debit cards, MasterCard and Care Credit. 
Regarding Insurance
Capstone Dentistry is a zero balance office. We will accept assignment of insurance benefits and file dental insurance claims for you. We do require deductibles and your co-payment responsibility to be paid at the time of service. Any balance is your responsibility whether your insurance pays or not. Your insurance contract is a contract between you and your insurance company. We are not part of the contract. We will obtain an estimate. A final determination cannot be made until the work has been completed and a claim has been filed with your insurance company. We will be happy to file a pre-determination of benefits prior to any treatment over $200 dollars, but please be advised it can take a minimum of two weeks to receive a response back from the insurance company. We do not file pre-determinations unless requested by you. Any patients receiving treatment during hours that insurance cannot be verified will be responsible for the full balance of the treatment at that time. 
I authorize Capstone Dentistry to use my social security number to file my dental claims. 
I understand that all responsibility for payment for dental services provided in this office for myself or my dependents is mine, due to payable at the time of service are rendered, unless other arrangements have been made in writing. In the event payments are not received by the agreed upon date I understand that a 1 1/2 % finance charge may be added to my account each month, in addition to necessary collection charges incurred by utilization of a third party collection agency. 
I understand that it is my responsibility to verify my dental insurance status (when applicable) as well as confirming reimbursement amounts for the procedures that I agree to allow the Doctor to perform on me. Should the estimate given to me at the time of service and the actual reimbursement differ, it is my responsibility to pay the difference. 
I understand that where appropriate, credit bureau reports may be obtained, and nonpayment of fees for services rendered may result in legal/credit action. I understand that Capstone Dentistry reserves the right to collect reasonable attorney's fees in the event of litigation due to non-payment of account or any other legal action. 
Regarding Payment 
Payment for service(s) is due at the time of service(s) is received unless prior arraignments have been made with the office. A minimum of 50% of the total estimated co-pay is required to start any procedure with the remaining balance due at the time of service completion. For example, some major procedures may require 2 or more appointments.  
Checks that are returned to our office from your financial institution are subject to a $30 returned check service fee. The fee covers the processing fees that are charged to our office. 
I understand that all responsibility for payment for dental service(s) provided in this office for myself or my dependents is mine, due and payable at the time that services are rendered, unless other arrangements have been made in advance as described above. In the event payments are not received by the agreed upon date I understand that a 1 1/2 % finance charge may be added to my account each month, in addition to necessary collection charges incurred by utilization of a third party collection agency. 
Failed Appointment
We require that you notify our office 48hrs in advance if you need to change your appointment time. If you cancel or reschedule your appointment without proper notice, a fee of $50 per hour that you were scheduled will be applied. After three failed appointments, we reserve the right to dismiss you as a patient. 
We would be happy to discuss our financial policy and how they relate to your particular situation. We also understand that temporary financial strain may sometimes affect timely payment of your account. If such event does occur, we encourage you to contact us promptly for assistance in the management of your account. 

__________________________________________________
Patient's Signature


Thank you for understanding our Financial Policy. Please let us know if you have any questions or concerns. 
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