
Financial Policy
Compassionate Dentistry, P.C.

Scott B. Boltz, D.D.S.
604 E. Boulevard - Suite B • Kokomo, IN 46902

Phone: (765) 864-2328 • Fax: (765) 864-2333

     This is an agreement between Compassionate Dentistry, P.C. the practice of Scott B. Boltz, D.D.S. as creditor, and the Patient/Debtor named on
this form.  In this agreement the words “you,”“ your,” and “yours” mean the Patient/Debtor. The words “we,” “us,” and “our,” refer to Compassionate
Dentistry, P.C. the practice of Dr. Scott B.  Boltz, D.D.S.  By signing this Financial Policy, you are agreeing to pay for all services that are received. 
Please initial each box located at the end of every paragraph indicating that you have read and understood that section . Please sign and
date the policy at the bottom of this page. 

Failure to sign this policy will require any treatment to be paid on a cash-up-front basis.

PAYMENT for dental services provided by our practice is the total
responsibility of the patient, and is due at the time of service. We accept
cash, checks, Visa and MasterCard, Care Credit. [         ]

INSURANCE is a contract between you and your insurance company.
We are NOT a party to this contract, in most cases.  We will bill your
primary dental insurance company as a courtesy to you.  Most
insurance companies only pay a portion of the cost of your treatment.
All estimated  co-payments and deductibles will be collected at the
time of service. You should note that anticipated insurance payments
are only estimates. You are responsible for any portion of fees the
insurance company does not pay. If your insurance has not paid a
claim within sixty days (60) the account balance will be due in full,
by you. [         ]
               
PAYMENT PLANS: We do not make in house payment arrangements.
However, we make available  6 and 12-month no interest as well as  low
interest extended payment plans offered through CareCredit company.
See our treatment coordinator or business office manager for an
application.  Your arrangements for financing are subject to credit
approval and must be made prior to receiving your dental services.
 [        ]
                                                       
CREDIT HISTORY:  We become a creditor whenever total fees are not
paid in full at time of service. You give us permission to check your
credit and employment history and to answer questions about your
credit experience with us.  We have the option to report your account
status to any credit reporting agency such as a credit bureau. [         ]
                                         
RETURNED CHECKS: There is a fee (currently $30) for any checks
returned by the bank. The intentional writing of bad checks is a criminal
act, therefore we reserve the right to prosecute if the check is not taken
care of. In order to reclaim your check you must pay the amount of the
check plus the fee with cash, money order, or certified check from the
bank.  We will not take another personal check. [         ]

STATEMENTS:   If you have a balance on your account, we will send
you a monthly statement. It will show separately the previous balance,
any new charges to the account, the finance charge, if any, and any
payment or credits applied to your account during the month.  The
statement will indicate the due date, and considered past due if not paid
by that date. [         ]

FINANCE CHARGES: A finance charge will be imposed on each item
of your account which has not been paid within 90 days of the time the
item was added to the account.  The Finance Charge will be computed
at the rate of one and one half percent (1 ½ %) per month or an Annual
Percentage Rate of eighteen percent (18%)  The finance charge on
your account is computed by applying the periodic rate (1 ½ %) to the
“overdue balance” of your account.  The “overdue balance” of your
account is calculated by taking the overdue balance owed thirty (30)
days ago, and then subtracting any payments or credits applied to the
account during that time.  Minimum finance charge is $5.00. [         ]

PAST DUE ACCOUNTS: If your account becomes past due, we will
take necessary steps to collect this debt.  If we have to refer your
account to a collection agency, you agree to pay all of the collection
costs which are incurred.  If we have to refer collection of the balance
to an attorney, you agree to pay all attorneys’ fees which we incur, plus
all court costs. In case of suit, you agree the venue shall be in Howard
County, Indiana. [         ]

WAIVER OF CONFIDENTIALITY:   You understand if this account is
submitted to an attorney or collection agency, if we have to litigate in
court, or if your past due status is reported to a credit reporting agency,
the fact that you received treatment at our office may become a matter
of public record. [         ]

MISSED APPOINTMENTS: All appointments are considered
confirmed at the time the appointment is made and reserved
especially for you (the patient). Therefore, please be considerate of
other patients, and our office staff and kindly give 2 business days
notice if you are unable to make your appointment.  We reserve the
right to charge you for cancelled or missed appointments.  
If broken appointments become habitual, you will be asked for a deposit
(non-refundable) to hold the appointment.  In cases of chronically
missed appointments, we reserve the right to terminate the patient-
doctor relationship. [         ]

SPECIAL CIRCUMSTANCES
DIVORCE:   In case of divorce or separation, the party responsible for
the account prior to the divorce or separation remains responsible for
the account.  After a divorce or separation, the parent authorizing
treatment for a child will be the parent responsible for those subsequent
charges.  If the divorce decree requires the other parent to pay all
or part of the treatment cost, it is the authorizing parent’s
responsibility to collect from the other parent.  Our office is not
responsible for billing the other parent. [         ]

WORKERS COMPENSATION:  We  requ i re  w r i t t en
approval/authorization by your employer and/or worker’s compensation
carrier prior to your initial visit. You are responsible for all fees
associated with treatment as a result of a work related problem until we
have written approval.  If your claim is denied, you will be responsible
for payment in full. [         ]

PERSONAL INJURY: If you are being treated as part of a personal
injury lawsuit or claim, we require verification from your attorney prior
to your initial visit.  In addition to this verification, we require that you
allow us to bill your dental and/or medical insurance.  In the absence of
insurance, other financial arrangements may be discussed.  Payment
of the bill remains the patient’s responsibility.  We cannot bill your
attorney for charges incurred due to a personal injury case . [         ]

I have thoroughly read the Financial Policy of Compassionate Dentistry, P.C., and by my signature agree to the terms stated
herein.

_________________________________________________________        __________________________________________
Signature            Date

___________________________________________             ______________________________________________
Printed Name         (Office Personnel Witness/Notary)
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