E. Alexander White & Bradford R. Thweatt, DDS, PC


Patient Policy

Financial Policy/ Insurance Filing

For your convenience we accept Visa, MasterCard, and  Discover  and payment plans available through CareCredit. Payment is due at the time service is rendered unless other arrangements have been made in advance.  If you are unable to pay for your services at the time of your appointment, please contact our office 24-hours prior to your appointment to reschedule for a more financially suitable time.  Please remember you are fully responsible for all fees incurred in our office regardless of your insurance coverage.

We will send you a monthly statement near the end of each month. Most insurance companies will respond within two to four weeks. After 30 days a nominal finance charge (24%APR) begins to accrue until the balance is paid. We must insist that all amounts be paid in full before 90 days have passed from the time of treatment regardless of insurance coverage. Our hope is for you to urge your insurance carrier to pay their portion in a timely manner. We can estimate your portion and ask that you pay that amount at the time of service. Any remaining balance after your insurance has paid is also your responsibility. Your prompt remittance is appreciated. If you require special consideration of your account please let us know at the beginning of your treatment.  If you have questions regarding your account, please contact us at 804-737-4444 ext. 11. Many times, a simple telephone call will clear any misunderstandings.

Collections

Any account balance over 90 days (3 billing cycles) is subject to further collection action through Credit Adjustment Board.  Should further collection action be necessary, a collection fee of 33% of your outstanding balance will be added to your past due balance to cover collection costs incurred by us to recover your debt.

If an account is turned over for collection, or we receive a bankruptcy notice, our office reserves the right to refuse further treatment to the patient and family.  However, emergency treatment will be provided within 30 days of collection action or bankruptcy.  We will be happy to transfer any records to the dental office of your choice for a nominal records transfer fee of $35 per patient record.
Confirming scheduled appointments

Confirming appointments is done as a courtesy for our patients.  We will begin to try to contact you 3 days prior to your appointment, and just ask that if a message is left you, please make sure to call us back at 804-737-4444 ext. 10.  If you have not heard from us by mail or by phone prior to your appointment, please call us to verify and confirm your appointment.  It may be possible that we do not have correct contact information for you.  A broken appointment fee will apply to your account at a rate of $25 per ½ hour of appointment time should you miss or cancel your appointment without 24-hours notice.

Treatment consent

I authorize Dr. White and/or Dr. Thweatt as well as any other employees of this office to treat me for my dental related needs.  I understand that decisions concerning my treatment are solely my own.  I understand that I have the right to ask questions and have them answered in a professional, timely manner.  I understand that in certain circumstances it may be necessary or to my benefit to be referred to a specialist for treatment.  Should I choose not to seek the services or consultation of a specialist upon recommendation, that decision and liability are solely my own.  Should a biopsy of oral tissue be necessary, I understand that there will be a charge for the biopsy performed in the office as well as fees associated with the laboratory, which insurance may or may not cover.  I consent to blood testing in the instance where a blood or fluid contamination may occur and place a staff member at risk for transmission of Bloodborne Infectious Diseases (e.g. Hepatitis or HIV). _______________












initial
Before signing, please ask any agent of this office if you have any questions concerning this form and/or its policies.

I understand the above stated policy and agree that I am the responsible party for the fees charged for services provided.

Signed_______________________________________________________Dated____________________________________







