Constance Camman, D.D.S.

7219 Sawmill Rd., Suite 205

Dublin, OH  43016

APPOINTMENT POLICY

In an effort to maintain quality and timely treatment, a $45 charge for any appointment cancelled without a 72-hour notice will be assessed to your account.  

FINANCIAL POLICY

· Patients without dental insurance are required to pay the full fee on the day services are rendered unless previous arrangements were made.

· Please note that we are an amalgam free dental practice.  Some insurance companies will only cover up to what they would allow for silver fillings.  The difference between the insurance payment and remaining amount is due at the time of service.

· Patients having dental insurance are required to pay their deductible and estimated portion of the fee at the time services are rendered.  You will also be responsible for any balance remaining after the insurance company has paid the claim.

· While filing insurance claims is a courtesy that we extend to our patients, we must emphasize that as a dental care provider our relationship is with the patients and not with the insurance company.  If we do not receive payment from your insurance company within 60 days, payment becomes your responsibility and is due at that time.

· As a convenience we accept MasterCard, Visa and Discover.  We also have outside financing for those that qualify.  

· A 1½% finance charge will be added to any balance over 60 days. In the event of default, collection and legal costs as well as attorney fees will be added to your account balance due. 

· A $39.00 charge will be applied to your account for any returned checks.

CONSENT FOR TREATMENT

The undersigned hereby authorizes the staff and or doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of the patient’s needs.  I also authorize the doctor to perform any and all forms of treatment, medication and therapy that may be indicated in connection with this patient and further authorize and consent that doctor choose and employ such assistance as deemed fit.

_____________________________    ________     _____________________

                                      Patient Signature                                                   Date                                               Witness

_____________________________                    _______________________

                           Parent or responsible party




Relationship to patient

