Patrick F. Ballard, D.M.D.
324 Monger Street-Oxford, AL 36203

256-835-4777

FINANCIAL POLICY

IT IS OUR POLICY TO EXPECT PAYMENT IN FULL AT THE TIME SERVICE IS RENDERED, EITHER BY CASH, CHECK, MASTERCARD, OR VISA UNTIL COVERAGE AND DEDUCTIBLES CAN BE VERIFIED.

1. All patients are on a pay in full basis until their respective insurance coverage and deductible is verified by out staff. Please realize some insurance companies pay only a portion (AND SOMETIMES NONE) of your bill, and we have no way of knowing your insurance company’s policy. If you have a policy that requires you to pay a deductible amount BEFORE the insurance begins to pay, you will be required to pay in full at the time of each visit until the deductible has been met, this also applies to services not covered under your contract.

2. After coverage deductibles are verified, this office may accept co-payments at the time of your visit while we wait for your insurances company to pay their portion of your bill. WAITING FOR INSURANCE PAYMENT IS A COURTESEY AND IT MAY BE WITHDRAWN AT ANY TIME UNDER CERTAIN CIRCUMSTANCES.
3. We bill all accounts with an outstanding balance on the first of each month. Payment is due in full upon receipt of the monthly statement. This office may make payment plan arrangements on an individual basis. Any such plan or arrangement must be made by contacting the office and submitting a signed promissory note approved by the Office Manager which will be kept on file until your balance is paid in full. Failure to abide by the promissory note will result in the account being turned over to the Credit Bureau for collection action.

4. This office does not warrant or guarantee that your insurance company will pay. Nor does this office promise that an insurance company will or should pay any fee charged. Insurance policies are an arrangement between you and your insurance company. ALTHOUGH YOU HAVE INSURANCE, YOU ARE RESPONSIBLE FOR THIS ACCOUNT AND ANY BALANCE DUE. We do not bill your insurance company; we file your claim as a courtesy to you, or the patient. If a seasonable effort is not made to reduce any overdue balance, delinquent accounts are turned over to the CREDIT BUREAU for collection, and any unpaid balance is placed on your Credit Report as Bad Debt.
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5. This office will resubmit a claim ONE TIME. We will not enter into any dispute with your insurance company. If coverage problems arise, you will be expected to assist directly in dealing with your insurance company, adjuster, or agent. Any denied or disputed claims will be treated as uncovered services and you will be expected to pay such charges on a timely basis.
6. If you receive any payment from your insurance company you agree to forward such payment to this office so we can post the appropriate charges on our account.

7. If the patient is transferred to another physician or discontinues are for any reason, any unpaid balance is due and payable in full immediately, regardless of any claims submitted. Refunds are made only after your balance is completely cleared with this office.

8. If you change insurance companies or employers, or if you move, or change phone numbers, you agree to provide this office with current information immediately.

9. RETURNED CHECK POLICY. It is our policy to charge your account $29 for any check that is returned to us for non-payment. All returned checks must be paid for with cash or money order. Any returned check not paid will be turned over to the District Attorney’s Office for collection.

10. NON-COVERED SERVICES. As my patient, I want to provide you with the best care possible. There are certain tests that I may order which I feel are necessary for the maintenance of good health that may not be covered by your insurances. You will be expected to pay for those services in full.
11. If you file Bankruptcy for any unpaid balance at this office, we will no longer be able to provide you with the courtesy of billing. All visits must be paid in full at the time service is rendered regardless of insurance coverage. If you have insurance that may pay on this service, a refund will be issued to you only after the insurance has paid on those services. 

I have read and understand the Financial Policy of this office and my signature below indicates that I agree to this policy and that I agree to meet the financial obligations incurred for all medical treatment received through this office and to pay any balance not paid by my insurance company.

Date______________                Signature___________________________________

