Matthew Wetzel, D.D.S.

Office Financial Policy

We are committed to providing you with the best possible dental care. Our fees reflect our
professional commitment to excellence. If you have dental insurance, we are happy to help you
obtain your maximum allowable benefits. In order to achieve these goals, we need your assistance
and your understanding of our payment policy. For the convenience of our patients, we offer the
following methods for payment of fees:

A. Payment infull is expected at the time of service. We gladly accept cash, check, credit
card, debit card or aternate financing for each appointment as services are rendered.

B. For insurance patients, we gladly accept insurance assignments, but we require the

deductible and non-covered fees be paid at each visit. In the case of a duplicate payment

you will be promptly reimbursed.

Visaand MasterCard accepted.

Payment plans, including Care Credit are gladly accepted. Please see our financia

coordinator in regards to qualifying for Care Credit.

There is be a $25.00 service fee for any returned checks.

There will be a $50 charge for missed cleaning appointments and $100 charged for

missed surgery or deep cleaning appointments without a 24 hour notice.

Please be aware, any parents bringing a minor to our office is legally responsible for payments of

all servicesrendered.
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Our office staff understands dental insurance and will be glad to assist you and obtaining the
maximum benefits specified in you contract, however, it isimportant that you realize that:

1. Your dental benefit program is a contract between you, your employer, and the insurance
company. This office files your insurance as a courtesy to you, but this does not
guarantee the estimated payment from your insurance company.

Not all dental services are a covered benefitsin al contracts.

Y ou (not the insurance) are responsible to us for al our fees rendered to you.

For patients who have insurance an estimate of benefits that the insurance company is
expected to pay will be provided to you upon request. All co-payments and deductibles
are expected at the time the services are rendered.
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We will gladly discuss your proposed dental treatment and answer any questions you might have
with regards to the involvement of your dental benefit program and in receiving this care.

Thank you for your cooperation in this matter and we appreciate the opportunity to serve youl!
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(Patient or responsible party) (Patient or responsible party)
Date Name of minor (if applicable)
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