Specializing in Treatment for Children & Adults

Orthodontic Treatment
Payment Options

We are proud to have an inclusiwe fee without hidden c harges. Inte rce ptive tre atme nt
feesinclude placementofapplancesand allassociated appointme nts. Full tre atme nt
feesinclude placementofappliancesand allassociated adjustme nt appointme nts,
removalofappliances, one setofretainersand one yearoffollow-up visis.

Option #1- In-House Financing

Thisoption requires a minimum down payment PRIOR to the placement of the
orthodontic appliances, with the remaining balance paid in monthly installmentsover
the course oftreatment. Accountsmustbe paid in fullbefore the end of tre atment. The
payment date wilbe monthly according to the date applancesare placed. For
example,ifapplancesare placed on the 2rd day ofthe month, subsequent payments
wilbe due on the 2rd ofeach month. Please fillout and sign the attached form and
brng it to the banding appointment if you would like forusto automatic ally withdrawal
yourpaymentsfrom a creditcard.

*Pa tie nts utilizing flexible spending accounts may make special payment amangements if
necessary.

Option # 2 - Payment in Full

Patientsopting to pay the accountin ful when treatmentbeginsand contractissigned
wilreceive a 3% courtesy on the totalcase fee when paid forbycash,checkorcredit
camd.

e Please note that treatment times differfrom patient to patient. Payment options
do notcomespond to the estimated treatment time butare provided foryour
convenience. Additionalchargeswilapply forlostorbmoken appliances.

Please contactouroffice if you have any questions about these options.

We gladlyacceptVisa and MasterCard



Specializing in Treatment for Children & Adults

Auto Payment Authorization

Patient Name Patient #

Responsible Party Name SS#

Credit Card

Credit Card Account# Credit Card: VISA MASTERCARD
Expiration Date ___
Cardholder’s Name

Draft Date- Debited monthly on the contractual due date

Authorized Signature

All account changes must be submitted in writing and signed by the above party
within 7 days of draft date.

I authorize Roy Orthodontics to automatically debit the above account until the
entire contracted balance is paid in full. I further agree that in the event that
funds are not available in above account or if charges are denied, a fee of $50 will
be charged by Roy Orthodontics.

Office Use Only

Monthly Payment Amount$___
Total Number of Monthly Withdrawals ___ _



Questions to Ask yourInsurance Company to Verify Coverage

Fyou are unaware of your Orthodontic Insurance benefit, please callthe numberon the
backofyourinsurance card orthe personaldepartmentofyouremployerand asthe
following que stions.

1.Doesourdentalcoverage include orthodontics?

2. What are ourbenefits? (Normally companiespay ata 50% rate up to a lifetime maxof
@ $1000)

3.Isthere anage Iimit on the coverage?

4. Isthere a waiting period before coverage begins?
5. How are the benefitspaid?

6. What isthe mailing addressfordental claims?
Thing s to know about your mhsurance coverage:

1. hsurance coverage isa contractualagreementbetween a patient and the patient’'s
msurance company, not Roy Orthodontics.

2. Roy Orthodonticsishappy to file claimson behalf ofthe patient, howeverit is the
patient' s re sponsibility to monitorthe detailsofthe coverage and claim status with the
nsurance company.

3.kiscustomary forinsurance companiesto pay out orthodontic benefitson a monthly
orquarterdy basis; rarely do they pay in a lump sum. Thismeansthatifa policyholders
employment changesora policy terms priorto the completion of treatment, any
remaining insurance balance wilbecome the patient s re sponsibility.

4. Any nformation obtained from yourinsurance company by an employee of Roy
Ornthodonticsisnota guarantee of payment. Fforany reason an insurance company
payslessthan the estimated benefit, the patient wilbe responsble forthe re maining
portion.

5. kisthe patient’ s responsbility to provide Roy Orthodontic s with any changesin
mnsurance coverage within 10 working daysofsaid change



De ntal nsurance Information

This form is for DENTALc overage only. The information you provide willbe used to ve nfy your
orthodontic benefit, so ple ase fill out this form completely. Asa courtesy, we are happy to file an
insurance claim on yourbehalfonce actwe treatme nt is inttiate d.

Witho ut this information we are unable to file yourcloim.

Current Date:

Patient Name:

Patient' s DOB:

First (Nic kname)

Patient’ s SSN:

*kOQptima is formedical coverage only. Please provide dental c amierinfo.****

Primary Insurance
Primary Subscrbers Full Name:

Iast
Subscrbersrelationship to patient: (circle one)

Subscrbers DOB:

Subscrbers Home Address:

First (Nic kname)

Self/ Parent/ Step-parent/ Grandparent/ Other

(If diffe re nt than patient)

SubscrnbersBest Daytime Contact#:

Insurance CamerName:

Ins. Company. Address:

SubscrnberID #:

Company Insured Works For:

2nd Insuranc e Applicable)

Primary Subscrbers Full Name:

Subscnber s SSN:
City Sta te Zip
(Home, Woik, Cellular, Other )
Phone #
City State Zip
Group #:
Iast First (Nic kname)

Subscrnbersrelationship to patient: (circle one)

Subscrbers DOB:

Subscrbers Home Address:

Self/ Parent/Step-parent/ Grandparent/Other

(¥ differe nt than patient)

SubscrbersBest Daytime Contact#:

Insurance CamierName:

Ins. Company. Address:

SubscrberID #:

Subscrber s SSN:
City Sta te Zip
(Home, Work, Cellular, Other )
Phone #
City Sta te Zip
Group #:

Company Insured Works For:




