OUR FINANCIAL POLICY & CONSENT FOR TREATMENT
The following is a statement of our Financial Policy and Consent for Treatment, which we require you read and sign prior to any treatment performed.  Please let us know if you have any questions.
  Thank you!

FULL PAYMENT IS DUE AT THE TIME OF SERVICE

We realize every person’s financial situation is different.  For this reason we have worked hard to provide a variety of payment options to help you receive the dental care needed to enjoy a healthy and confident smile with respect to your budget.  Please note however, that payment in full is expected at the time of service.  Dr. Barney’s Hawaiian Smiles gladly accepts cash, checks and all major credit cards.
DENTAL INSURANCE


We are happy to file the forms necessary to see that you receive full benefits of your coverage; however, we cannot guarantee any estimated coverage.  Your insurance policy is an agreement between you and the provider; therefore, we ask that all patients be directly responsible for all outstanding charges.  If for some reason your insurance company has not paid their portion within 60 days from the start of treatment, you will be held responsible for payment at that time.
CONSENT FOR TREATMENT


I hereby authorize the doctor or designated staff to take x-rays, study models, photographs, and other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of
(name of patient) __________________________’s dental needs.


Upon such diagnosis, I authorize the doctor to perform all recommended treatment mutually agreed upon by me, and to employ such assistance as required, to provide proper care. 

I agree to the use of anesthetics, sedatives and other medication as necessary.  I fully understand that using anesthetic agents embodies certain risks.  I understand that I can ask for a complete recital of any possible complications.


I give consent to the doctor’s or designated staff’s use and disclosure of any oral, written or electronic health records that are individually identifiable as mine for the purpose of carrying out my treatment, payment and health care operations.  I understand that only the minimum amount of information necessary to provide quality care will be used to disclose and that a notice fully outlining the protection of my personal health information is available.


I agree to be responsible for payment of all services rendered on my behalf or my dependents.  I understand that payment is due at the time of service unless other arrangements have been made.  In the event payments are not received by the agreed upon dates, I understand that a 1.75% late charge may be added to my account.  If required, I also understand a check of my credit history may be made.

MINOR PATIENTS

The adult accompanying a minor and the parents (or legal guardian) are responsible for full payment.  For unaccompanied minors, non-emergency treatment will be denied unless charges have been preauthorized to an approved credit plan, credit card or payment by cash or check, at the time of service.

MISSED & CANCELLED APPOINTMENTS


Unless cancelled, at least 24 hours in advance, our policy is to charge for missed appointments at the rate of $25.00 per scheduled hour.  Please help us serve you better by keeping scheduled appointments.

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

X_____________________________   Date: _________________________

             (Patient or Responsible Party Signature)
