    Dr. David J. Mayden D.D.S.

205 E. Lynwood Drive

Syracuse, Indiana 46567
Financial & Office Policies                                                                                                                                     
INSURANCE PLANS: I understand that it is my responsibility to confirm with my insurance company that the dentist is currently under contract with my plan or be willing to be seen at “out of network” benefits. Any questions about medical, dental and labs/x-rays coverage should be directed to my insurance carrier prior to my visits. I agree to be responsible for all co pays, deductibles and non-covered services determined by my insurance plan.  
SELF PAY: If I do not have proof of insurance coverage at the time services are rendered, I understand that payment is due in full at the time of service.

THOSE WITH MEDICAID/HIP/MEDICARE: We are NOT providers with Medicare.  We do however, accept IN Medicaid/HIP.  Patient is responsible for any services not covered by IN Medicaid/HIP, services exceeding benefit limits and spend down amounts. 
PAYMENTS: I will promptly pay all amounts that have been determined my responsibility by my insurance carrier upon receipt of my statement. I understand that my dental insurance contract is between my insurance company and myself. If my insurance does not pay for the services rendered by Wawasee Family Dentistry within 45 days, Wawasee Family Dentistry may look to me for payment.

Wawasee Family Dentistry agrees to refund any overpayment that I have made on my account in the event that my insurance eventually pays. Any balance remaining after my dental insurance pays, denies or deems non-covered under my plan will be my responsibility. If I have not paid my bill or have not arranged for a payment plan, Wawasee Family Dentistry may ask for the assistance of an outside collection agency. If my account is turned over to a collection agency, there will be a flat fee of $15 added to my account, in addition to any reasonable attorney fees.  Wawasee Family Dentistry will try to work with me to avoid this.

You agree, in order for us to service our accounts or collect any amounts you may owe, we may contact you by telephone at any telephone number associated with your account, including sending text messages, Facebook, or emails, using any email address you provide to use. Methods of contacts may include using pre-recorded artificial voice messages and/or use of an automatic dialing device, as applicable. I/We have read this disclosure and agree that Lender/Creditor may contact me/us as described above.
CHECK IN: Co pays and past due balances are due at the time of check-in. Please come prepared to pay. If you do not have your co pay or have not come prepared to pay past due balances, your appointment may be rescheduled for a later time so that you may meet your obligation. Please also bring your current insurance card with you at each visit. For all visits we will ask you to verify insurance and demographic information so that our records remain current.

APPOINTMENTS & LATE ARRIVALS: We expect patients to arrive on time for their appointments. When patients arrive late, it is impossible to stay on schedule. If you arrive more than 10 minutes past your scheduled appointment time, you may either be rescheduled so other patients are not inconvenienced or if you prefer to wait, you may be seen when the day's schedule permits.
NO SHOWS & NO NOTICE: We require patients/parents to give us 24 hr notice if they are not going to keep their appointments. Failure to do so may result in a $35 charge. When you fail to cancel in advance other patients lose the opportunity to be scheduled in that time slot.  At your second failed appointment you WILL be charged $35.  At your third failed appointment you will be put on a stand by only basis. This means we will no longer schedule appointments in advance, but you may call in on any given day and see if we have openings. We reserve the right to put patients on Standby status at our discretion based upon previous appointment history. New patient appointments will only be rescheduled once.

AURHORIZATION OF RELEASE OF INFORMTATION: Wawasee Family Dentistry is hereby authorized to furnish such professional information as may be necessary for the completion of my insurance claim from the dental/medical records compiled during my treatment.  Wawasee Family Dentistry is hereby released from all legal liability that may arise from the release of the information requested. 

I have read, understood and agree to the above financial and office policy. I understand that Non-compliance with this policy may result in transfer of care to another practice. 

Patient Name _____________________________________ 

Parent or Guardian's signature ___________________________________ Date: ________________
                                                    

                                                                        OVER










Patient Consent to Receive Mail, E-mail, &/or Telephone Messages
Patient Name:______________________________

I agree that Wawasee Family Dentistry may communicate with me electronically at the following :

________________________                              ____________________________________________      

        Phone Number                                                                                E-Mail Address
I consent to receive calls, texts, and e-mails related to my protected healthcare and other services at the phone number(s) and e-mail address provided. I understand I may be charged for calls/texts by my wireless provider upon terms of my individual plan and that such calls/texts may be generated by an automated system.  

Please specify which form of communication you prefer:
Home Phone/Voicemail                              Text                                      E-mail  

Consent to Release Protected Health Information
Please list anyone you will allow us to share appointment, billing, or dental information with aside from other healthcare/dental providers, internal billing agencies, insurance companies, etc:

_________________________           _____________________      _____________________

                Name                                           Phone Number                         Relationship

_________________________           _____________________       _____________________

               Name                                             Phone Number                         Relationship

Acknowledgment of Receipt of Communication Preference, HIPAA Practices, & Your Patient Rights & Responsibilities
____________________________________                                                       _______________

                      Signature                                                                                                     Date

