Carl R Kriebel, D.M.D., P.A.
     
1899 North Marine Blvd, Suite 400

910-219-4400

Jacksonville, NC  28546


FINANCIAL POLICY

Please read and initialize each paragraph

INSURANCE:  As a courtesy to all patients, we will verify your dental insurance benefits, but you are responsible to know your Plan coverage, exclusions and limitations.  Furthermore, you should be aware of non-covered benefits such as missing teeth clauses, crown/bridge/denture limitations, bruxism appliance limitations, Alternate Benefit Provisions (APB), and frequency limits on exams, prophylaxis, fluoride treatment, and x-rays.

The estimated amount not covered by your insurance is due at the time of treatment and may be paid by cash, Visa or MasterCard.  We do not accept personal checks at time of treatment. To help you with more extensive treatment plans, we participate and offer a CareCredit dental treatment Financing Program.  

Again, these are ESTIMATES, and are subject to final approval by your insurance plan; therefore the amount due is subject to change after final explanation of benefits have been paid.  You are responsible for all remaining balances not paid by your insurance company.

_________ (initialize)
INITIAL PAYMENT FOR DENTAL TREATMENT:  Most insurance plans cover routine clinical exams and cleaning, and a deductible is not due for diagnostic or preventative treatment unless otherwise stated.  There are some Plans with coinsurance payments for x-rays and dental exams.  As a courtesy, we will try to find out your plan’s coverage, however, it is your insurance and you are ultimately responsible for knowing the coverage.  Deductibles for basic/major services customarily include fillings, crowns, extractions, root canal therapy, and periodontal treatment.  Deductibles are usually $50-$100 per individual annually.

_________(initialize)
COSMETIC FILLINGS:  RESIN COMPOSITE FILLINGS/PORCELAIN (CEREC) FILLINGS:  Most dental insurance plans do not allow full benefits for cosmetic fillings, specifically in the back teeth (premolars/molars).  The plan benefit will customarily pay for the less expensive filling, the silver/amalgam filling.  We do offer this type of filling as an alternate choice.  The difference between the silver and cosmetic filling is estimated to be between $50-$100 per tooth, depending upon the size of the restoration.  Your insurance states that you, the patient, are responsible for the difference if the resin composite filling is chosen.  Please ask one of our staff members if you need more information about composite-based “white” fillings or the CEREC porcelain fillings.

________ (initialize)
FINANCIAL CHARGES:  All returned checks are subject to a $25 fee.  If we have not received a payment on outstanding balances (past 60 days), we reserve the right to apply a $20 rebilling fee and a $25 late charge toward overdue financial agreements.  We also have the option to report your balance with us to any credit reporting agency and credit bureau.

________(initialize)
PAST DUE ACCOUNTS:  In the event that your account is turned over to a Collection Agency or attorney, you agree to pay all fees including and not limited to attorney fees, court costs, and collection agency fees.

  ________(initialize)
MISSED APPOINTMENT FEE:  Appointments are made as reservations for you to be seen by our doctor.  This time is important to us and important to you.  Last minute cancellations, late appointments, and failures to show prevent others from being seen. Please note that there is a missed appointment fee of $50 per hour scheduled for all appointments not given at least 24 business hours notice.  Please give us a call in advance if you need to reschedule or cancel your appointment.  

________(initialize)
TRANSFERRING RECORDS:  You will need to request in writing if you would like us to mail, fax, e-mail, etc. any part of your records with Carl R.Kriebel, D.M.D., P.A..  Please allow 5 working days in advance to prepare your record to be transferred.  If your record is archived and must be removed from storage, or is a record that has not been updated in 2 years, please allow 7-10 working days for the transfer.  The cost of duplicated-printed x-rays is $5.00 for each single PA x-ray, $15 for bite-wings, $25.00 for full mouth x-rays and Panoramic films.  Copying and printing fees are $10.00 per record.  No fees charged for emailed xrays.  The Fee is waived if we are referring you to a specialist. 

________(initialize)
This is an agreement between Carl R. Kriebel., D.M.D., P.A., as a provider of professional services and creditor, and the Patient/debtor named on this form.  By reading and signing this Agreement, you are agreeing and accepting this Policy in full.

I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION; ALL MY QUESTIONS WERE ANSWERED TO MY SATISFACTION; I UNDERSTAND AND AGREE TO ALL POLICIES OF CARL R. KRIEBEL, D.M.D., P.A.

PHOTO AND DIGITAL IMAGES CONSENT FORM

Dear Patient,

Occasionally, we are taking pictures of your teeth, smile or of entire face.  We are using them (or just keeping them on file) for Insurance and for Liability reasons.  Some of the dental cases are unique and some of them are very helpful for other patients to make a decision regarding dental treatment.  We do not sign your name under the images and we use them for internal office purposes only.

By signing the form I agree to give Dr. Carl R. Kriebel, D.M.D., P.A., his associates and dental assistants permission to take and to use free of charge, photos and digital images of me and of my dental work for internal office use, website and for educational purposes.  I understand that I may revoke permission to use my photographs/images at any time by contacting 

Carl R. Kriebel., D.M.D., P.A. in writing.

________________________________(Signature)


__________________(Date)

DENTAL INSURANCE CLAIM PROCESSING POLICY

Because dental insurance companies have become increasingly difficult to work with, we have been forced to establish a policy which does not place us in a constant confrontational role.

It is your dentist’s responsibility to recommend what you need and to treat within his/her realm of expertise and comfort.  All recommendations are based on diagnostic tools using necessary x-rays, pictures, or other means of examination (tapping, pushing, measuring, use of cancer screening tests, biopsies, etc).  These recommendations are presented as a Treatment Plan, with estimated insurance payment, and co-payments.  By signing the treatment plan, it does not obligate you to have the treatment completed, but is a signed document stating that you received a treatment plan with a recommended treatment from our office.

When your office visit is completed, the receptionist will enter the charges into the computer.  You will be asked to pay an estimated amount for the service provided.  Our estimate is a guess based on the information provided by the insurance representative over the phone.  The information given to us is not a guarantee of payment or approval for the treatment recommended by your dentist.

If you carry a supplementary or secondary Insurance Plan, we will help you with both Insurance claims, but we still will follow our Policy to collect deductible, coinsurance, pre-payment.  Your overpayment, if any, will be returned back to you after secondary claim will be cleared, in the form of original payment.

________(initialize)
If you are interested in following the doctor’s recommendation and need to know exactly how much your Insurance plan will pay for it, a pre-treatment estimate will need to be filed.  We will file a patient treatment pre-estimate to your primary insurance upon the patient’s request before the treatment is initiated.

________(initialize)
We will send a dental claim on your behalf and we will answer any questions your Insurance Company may raise about diagnosis or treatment in an appropriate, timely manner.  It is important that you understand we are not part of the relations between you and your insurance.  If insurance denies benefits for patient’s treatment for any reason, the patient is financially responsible for all charges and for outstanding balance on the account.  We are unable to “force” an insurance company to fulfill its obligations to you.

If the insurance company does not pay for your treatment in  a reasonable period of time (more than 60 days), you (the patient, responsible party) is responsible to pay the balance off.  All credits if any will be returned to the patient upon receiving final payment from the insurance.

________(initialize)
We would love to keep you happy and helping you to accept a recommended treatment by providing an assistance with your benefits.  There is a way to help, but it does not include taking on total responsibility for the decisions of your insurance company.

I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION.  I ACKNOWLEDGE THAT I AM RESPONSIBLE FOR ALL CHARGES INCURRED FROM SERVICES RENDERED BY CARL R. KRIEBEL, D.M.D., P.A..
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1
___________________________________(Printed Name of Patient/Subscriber, if minor – a Guardian)

___________________________________(Signature)   _____________________  (Date)

