Financial Policy

Thank you for selecting Claudia P. Vergara D.D.S for your dental cares. It is our mission to give our patients the best dental treatment with the latest technology advances, in an environment of enthusiasm, concern and caring for their well being. In order to prevent any misunderstanding concerning the responsibility regarding payment for dental care, the following information is provided. 

PPO/REDUCE FEES/OTHER INSURANCE

If you have insurance through a company we have contracted with, we will require a copy of your insurance card and a driver's license. We will be glad to process the claims. However we request you pay your estimate portion when services are rendered.

At the end of the treatment you may have a remaining balance; we request you pay it as soon as possible. Remember that we do an estimate of your benefits and your insurance may pay less. In addition you will be responsible for any services denied by your insurance carrier as not medically necessary and or not covered. Your insurance is a contract between your employer and the insurance company. It is a benefit your employer is providing to you. We do not have any control or influence over this contract. Therefore, you, the patient (or parent of the minor dependant) is fully responsible for any balances in your account. Our fees are considered to fall within the acceptable range by most insurance companies. They are generally covered up to the maximum determined by the insurance company.  In other words, most insurance companies do not cover 100% of most dental fees.

We are happy to file your insurance for you. Claims are filed daily. If, however, we have not received payment in 45 days of filing, it will be necessary to request that you pay the balance. Any insurance payment made after you pay said balance will be reimbursed directly to you. The fees for any cosmetic treatment, is due in full when treatment is rendered. With very few exceptions, these services are not covered by insurance.

SELF-PAY PATIENTS (WILL PAY)  


Patients with no insurance, the guarantor is responsible for the bill at the time of service. A payment plan will be available.

RETURNED CHECKS & COLLECTIONS

A charge of $ 20.00 will be made for all the returned checks. In the event that any action is brought to collection, I agree to pay any reasonable collection costs and/or attorney fees.

In order to provide you with the best service we will request an accurate insurance/address information or any changes in your coverage.

We want you to acknowledge that a broken appointment is a loss for everyone. Please inform us one day in advance if you are unable to keep your appointment. There will be a $45.00 charge for any appointment cancelled or reschedule without 24 hour notice. 

My signature below indicates my understanding and full responsibility for the balance on my account for any professional services.
Name-___________________________________Date-___________________
