Vennerl Dental
3040 E. County Line Road

. Hatboro, PA 19040 o
Phone' 215—675—4090 Fax‘ 215-675-9059 -

Fmanclal Responsrblllty Pohcy

As a result of the many dlfferent and confusmg msurance company rermbursement pol1c1es 1t is necessary to have -
_ an eas1ly understood ﬁnanclal responsrbrhty pohcy ~ ~~ :

. :‘It is 1mportant for you to prov1de the ofﬁce w1th complete insurance mformatron for all carriers w1th :
‘ whom you are insured at the time of service. At each office visit we need 3 you to show us your 1nsurance -
card to msure that your current 1nsurance mformatron is on ﬁle ~ -

Rt S

- Our office will provide the insurance company with all the information necessary to help you receive
- max1mum benefit from your insurance company. However, it is the patrent’s responsrbl 1ty to know the‘ k
1nsurance coverage and beneﬁts hmrt of their pamcular policy.

o Ifa clalm is demed we will research why the reJectlon occurred and clther resubm1t‘to ~insurance}or‘ bill

_you the appropriate balance If the claim is denied a second time, the appropriate balanCe“ immediately
k becomes the responsrbrhty of the patient and should be pard to us dlrectly You may then contact your
- lnsurance company for rermbursement ‘ . - .

. If the patlent has coverage w1th a second msurance company, it will be their respon51b111ty to submit to
_the secondary insurance company. As a service to our patient we will provrde you with the secondary

. As a serv1ce to our patrents we w1ll subm1t your insurance clarm to your prlmary msurance corn Yy,

claim form along with a copy of the eanrmd ion of benefits from the prrmary insurance. Beneﬁts from .

~ the secondary msurance coverage will be pa d dlrectly to the patrent

. Insurance isa patreu "s beneﬁt des1gned to assrst the patlent in therr financlal obhgatron to the ofﬁce ‘
~ of Venneri Dental. The patient is the one receiving the dental service and therefore is ultrmately
~responsrble for all charges on the account regardless of any msurance coverage Th1s app lies to everyone
 inthe 11 nily who is treated in the office of Vennerr Dental ‘ ~ ~ ~

. ‘The office w1ll collect the patrent’s deduc ible and the estlmated balance after the prrmary msurance .
__payment at the time of service. After the prlmary insurance payment is received, the patrent wrll be billed
_ forany drfference between the anticipated insurance payment and the actual insurance payment. Ifthe
_ insurance payment is greater than the estimation, we will either refund the amount to the pat1ent or leave -
~ thecredit balance on the patrent’s ace aunt to be apphed oward fumre treatment -

. In the event that the patlent does not. hav e inst rance coverag e, charges for services are due and payable at -
- the tlme servrces are rendered unless a s1gnec ﬁnanclal agreement has been approved ‘

o Compos1te (whlte) fillmgs are often the chorce of treatment to restore a tooth. Some employers have chosen a
dental insurance plan which may pay partial or no benefits for these types of restorations. It you need to declme

1

~ white ﬁllmgs you must dlrectly 1nform the doctors prror to treatment

. ©

- Insurance beneﬁts are estrmates only I understand that I am responsrble for any co- payments and deductlbles -
along with any procedures that my insurance company does not cover. I authorize the dentist to release any

dental care to third party payers and/or health practitioners. I authorize and request my insurance company to pay “
- dxrectly to the dentist, insurance benefits otherwxse payable to me. [ understand that my dental insurance carrier
may pay less than the actual bill for services. I agree to be responsmle for payment of all services rendered and
any collection fees accumulated on my behalf or that of my depende nts. I am also responsible for any insurance
;clarmsnotpa1dwrthm60daysofserv1ce ; ~ . . ‘

- Syignatureof Patient (parent if minor) or Re‘sponsible Party : - - . Date E

~ information, inclu dmg diagnosis and records of treatment rendered to my family, or me durmg the perlod of such -



