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Family & Cosmetic Dentistry




OFFICE POLICY & AGREEMENT
At Jen Kim Family and Cosmetic Dentistry, we are dedicated to providing exceptional customer service and excellent dental care. One way we accomplish this is by making certain that our office policies are clear and understood by you.   Please read the following:
REGARDING DENTAL INSURANCE…
We will make a good faith estimate of your benefits and defer billing you for that amount up to 60 days.  As a courtesy to you, we will take complete care of filing the appropriate claim forms with your insurance company, provided that you give us all of the proper documentations such as insurance name, address, birth date, social security number, and group number.  We will provide your insurance carrier with detailed information regarding your treatment and/or treatment needs per request and assist you in understanding your dental plan benefits.

If your insurer denies coverage, or if we otherwise do not receive payment within 60 days from the date services are rendered, the amount will then become due and payable by you.  Remember that your coverage is a contract between you and your insurer and/or your employer and your insurer.  Although we will make every effort to help you obtain your benefits, we cannot guarantee that your insurer will pay. You, the patient, have the final responsibility for payment of all fees rendered on your behalf.

We require that any deductible and/or co-payment portions - the amount not covered by the insurance company - be paid for on the day services are rendered. 

PATIENT RESPONSIBILITY:
I acknowledge my responsibility for payment of the services received from Jen Kim Family and Cosmetic  Dentistry in accordance with their fees and terms. I understand that Dr. Kim's office will aid in submitting claims to my insurance company on my behalf. I also understand that I have the final responsibility for payment of all fees for services rendered on my behalf and that my responsibility is not modified by whether any third party (insurance) pays for all, part or none of the charges.  Unless otherwise noted, I authorize payment of dental benefits to the doctor for services provided to me or any member of my family covered under my insurance plan

I understand that this account becomes delinquent if it is not paid in full within 60 days from the date of service.  If the account becomes delinquent, a finance charge of not less than 1.5% per month (18% per annum) of the unpaid balance will be charged every month until the balance has been paid in full.  Also, delinquent accounts will be forwarded to collection unless financial arrangement is not made and agree to by Dr. Kim’s office.  Should the account be forwarded to collection, I agree that I will be responsible for all related collection fees and interest added to my account. 

IMPORTANT NOTES:

· Please remember that you are responsible for remembering your own appointment date and time
· If you cannot keep an appointment, please notify us at least 48 hours prior to the visit during our normal business week of Monday through Thursday

· A $ 75.00 fee will be charged for any broken appointments without proper 48 hour notice
· All visitors accompanying patients are requested to remain in the reception area
· YOUR PAYMENT IS DUE AT THE TIME OF SERVICE.  All payments, not covered by insurance, are due on the day of service  
ASSIGNMENT AND RELEASE:
I authorize payment to be made directly to the dentist by my insurance company and I accept financial responsibility for all services not covered by my insurance and I authorize release of any medical care information requested by my insurance carrier.

This agreement becomes effective the date the patient begins his/her first visit with Jen Kim Family and Cosmetic Dentistry and can only be changed if agreed to by Dr. Jen Y. Kim.

I HAVE FULLY READ, UNDERSTAND, AND CONSENT TO ALL OF THE ABOVE TERMS.

Signed: _________________________________________________________   Date: __________________________

     

     Patient or person financially responsible for account                          
Relationship to patient:  ___________________________________________
