Office Policies

Patients with insurance are required to pay deductibles and estimated co-payments at each visit. We will be happy to file your insurance claim with your insurance carrier. Please keep in mind that our office estimates your co-payment by the information your carrier provided our office when we verified your coverage. INSURANCE IS YOUR BENEFIT AND YOU ARE RESPONISIBLE FOR FULL PAYMENT ON YOUR ACCOUNT WHETHER YOUR INSURANCE PAYS OR NOT. If insurance payments are not received within 60 days, your balance will be due. Finance charges may incur. It is your responsibility to call your insurance carrier if payment has not been issued to our office within that time frame.

When an appointment is made, time is set aside for your visit with the doctor. Our office requires a minimum of 24 hours to cancel an appointment, or a cancellation fee could be assessed to your account. For your convenience, our office may confirm the appointment. Also, a Hygiene reminder postcard may be mailed to your home address. 

Payment is due at the time of service. Our office accepts VISA, Mastercard, and Discover. We do not accept personal checks if today is your first visit. Checks are accepted on future visits. Returned checks are subject to a fee. As always, our office offers a 10% discount to senior citizens. 

Preferred payment method: ________Cash ________Check _______Credit Card 

Credit Card # ________________________________Exp. Date _____________

Primary Insurance 





Secondary Insurance
Dental Coverage? □ Yes □ No 





Dental Coverage? □ Yes □ No 

Insurance Co. Name: ______________________________________

Insurance Co. Name: _________________________________________
Address: ________________________________________________

Address: ___________________________________________________
Phone #: ________________________________________________

Phone #: ___________________________________________________
Group # (Plan, Local or Policy #): ____________________________ 

Group # (Plan, Local or Policy #): _______________________________
Insured’s Name: _________________________________________

Insured’s Name: ____________________________________________
Relation: ______________________________________________
__

Relation: ___________________________________________________
Insured’s Birthdate: _____/_____/_____Insured’s ID #: __________

Insured’s Birthdate: _____/_____/_____Insured’s ID #: ____________ Insured’s Employer: _______________________________________

Insured’s Employer: _________________________________________
Your insurance will be filed electronically. Please read the following:

· I have been informed of the treatment plan and associated fees. I agree to be responsible for all charges for dental services and materials not paid by my dental benefit plan, unless prohibited by law, or the treating dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of such charges. To the extent permitted by law, I consent to your use and disclosure of my protected health information to carry out payment activities in connection to dental claims. 

· I hereby authorize and direct payment of the dental benefits otherwise payable to me directly to Hutton Family Dental, Ltd. 

Notice of Privacy Policies Acknowledgement

                        Patient Name





                        Relationship 

_______________________________________________
               _______________________________________________

_______________________________________________             
 _______________________________________________

_______________________________________________

 _______________________________________________

_______________________________________________
 
 _______________________________________________

     Release Information to: 

_______________________________________________

_______________________________________________

I understand that the information that I have given today is correct to the best of my knowledge. I also understand that this information will be held in the strictest confidence and it is my responsibility to inform this office of any changes. 

____________________________________________________

 ___________________________________________________

Signature 






 Date 
