SANTA CLARITA ORTHODONTICS ORTHODONTICS

We at Santa Clarita Orthodontics thank you for choosing our practice. We look forward to serving all of your orthodontic needs. We have found that a clear understanding of what your orthodontic needs are and the financial responsibility for your care are very important. Our policy is to provide each patient with a written estimate of the recommended treatment. Our business staff will provide estimated costs to you. Please read the following policy guidelines and familiarize yourself with your insurance coverage.

OFFICE AND FINANCIAL POLICY

· Santa Clarita Orthodontics expects that all patient co-payments are due at the time services are rendered. We do offer in-office payment plans. We do offer outside interest financing for extensive treatment. Financing is subject to approval by the participating Financial Group. For your convenience, we accept Cash, Personal Checks, MasterCard/Visa, and Debit Cards. Moreover, for all in-office payment plans, we require automatic draft of your monthly payment via Orthobanc, a payment management company.
· All patients having an existing account balance that is past due will not be rendered services until the balance has been satisfied. All future treatment will be placed on hold until the balance is paid in full. Any patient who has not paid the amount due may be subject to 1.5% monthly finance charge or 18% APR.

· If it becomes necessary to refer your account to our attorney, which is not an employee of Santa Clarita orthodontics; you agree that you will be responsible for collection fees in the amount of approximately 42% of the balance of your account and/or legal fees.

· Santa Clarita Orthodontics reserves the right to charge a thirty-dollar ($30) fee for all returned checks.

· Santa Clarita Orthodontics reserves the right to charge for broken and cancelled appointments. We require a 24-hour cancellation notice for all routine visits and a 48 hour cancellation notice for more extensive appointments.

· We strive to be as accommodating as we possibly can; however, if you arrive late for an appointment and we determine that proceeding with your appointment will create a negative impact on our staff, doctors, and/or other scheduled patients, you will be rescheduled and may be subject to a cancellation fee. 

· All patients under the age of eighteen must be accompanied by a parent or a guardian and must remain on site while treatment is rendered to a minor.

INSURANCE POLICIES

· As a courtesy, we file claims to most insurance companies at no cost to you. We are glad to offer this service.

· All insurance claims not paid within 60 days of submission to the insurance company are due and payable by the patient.

· Dental benefits are based on a contract between your employer, insurance administrator and the individual participating in the plan. It is your responsibility to have yourself assigned to the correct dental site. Santa Clarita Orthodontics is not responsible for that assignment. If it becomes apparent that you are not assigned to this dental site, your plan will not be honored and full fees will be charged for your services.

· It is your responsibility to be familiar with restrictions, limitations and exclusions that may apply to your plan.

· All deductible and co-payment amounts must be satisfied at the time treatment is rendered. Please understand that the requested amount of co-payment is estimated based on the information received from your insurance company. All claims that are rejected or adjusted by the insurance company will become your additional responsibility and payable to Santa Clarita Orthodontics immediately.

· Patients who have insurance companies not contracted with Santa Clarita Orthodontics will be expected to pay the full amount of treatment at the time of service. We will provide you with a statement of services rendered to submit to your insurance carrier once the balance is paid in full.

· Santa Clarita Orthodontics does not submit to secondary insurance except under contractual requirements between our office and the insurance company. We will provide you with a statement of services rendered to submit your secondary carrier for reimbursement.
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