
 

 

Orthodontic  Tre atme nt  
Payme nt Options  

 
We  are  pro ud to  have  an inc lusive  fe e  witho ut hidde n c harge s. Inte rc e ptive  tre atme nt 

fe e s inc lude  plac e me nt o f applianc e s and all asso c iate d appo intme nts. Full tre atme nt 

fe e s inc lude  plac e me nt o f applianc e s and all asso c iate d adjustme nt appo intme nts, 

re mo val o f applianc e s, o ne  se t o f re taine rs and o ne  ye ar o f fo llo w-up visits.  

 

 
Option #1-  In- House  Financ ing   
This o ptio n re quire s a  minimum do wn payme nt PRIOR to  the  plac e me nt o f the  
o rtho do ntic  applianc e s, with the  re maining  balanc e  pa id in mo nthly insta llme nts o ve r 
the  c o urse  o f tre atme nt. Ac c o unts must be  pa id in full be fo re  the  e nd o f tre atme nt. The  
payme nt date  will be  mo nthly ac c o rding  to  the  date  applianc e s are  plac e d. Fo r 
e xample , if applianc e s are  plac e d o n the  2nd day o f the  mo nth, subse que nt payme nts 
will be  due  o n the  2nd o f e ac h mo nth. Ple ase  fill o ut and sign the  attac he d fo rm and 
bring  it to  the  banding  appo intme nt if yo u wo uld like  fo r us to  auto matic a lly withdrawal 
yo ur payme nts fro m a  c re dit c ard.  
*Patie nts utilizing  fle xib le  spe nding  ac c o unts may make  spe c ia l payme nt arrange me nts if 
ne c e ssary.  
 
 
Option # 2 – Payme nt in Full  
Patie nts o pting  to  pay the  ac c o unt in full whe n tre atme nt be g ins and c o ntrac t is signe d  
will re c e ive  a  3% c o urte sy o n the  to ta l c ase  fe e   whe n pa id fo r by c ash, c he c k o r c re dit 
c ard.  
 
 

• Ple ase  no te  that tre atme nt time s diffe r fro m patie nt to  patie nt. Payme nt o ptio ns 
do  no t c o rre spo nd to  the  e stimate d tre atme nt time  but are  pro vide d fo r yo ur 
c o nve nie nc e . Additio nal c harge s will apply fo r lo st o r bro ke n applianc e s.  

 
Ple ase  c o ntac t o ur o ffic e  if yo u have  any que stio ns abo ut the se  o ptio ns.  

 
We  g ladly ac c e pt Visa  and Maste rCard  



 

 

 

 

Auto  Paym e n t Autho rizatio n  

 

Patient Name _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Patient #  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
Responsible Party Name _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  SS# _ _ _ _ _ _ _ _ _ _ _ _ _  
 
Cre dit Card 

 
Credit Card Account# _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Credit Card: VISA   MASTERCARD 
Expiration Date _ _ _ _ _ _ _ _   Verification # (3 digit code on back of card) _ _ _ _ _ _  
Cardholder’s Name _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
Draft Date - Debited monthly on the contractual due date _ _ _ _ _ _ _ _ _ _  
 
Autho rize d Sign ature  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
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  On ly 

 
Total withdrawal $_ _ _ _ _ _ _            Monthly Payment Amount $_ _ _ _ _ _ _ _ _ _ _ _  
Final Payment amount $_ _ _ _ _ _    Total Number of Monthly Withdrawals _ _ _ _  
 



Questions to Ask your Insuranc e Company to Verify Coverage  

 

 
If yo u are  unaware  o f yo ur Ortho do ntic  Insuranc e  be ne fit, ple ase  c a ll the  numbe r o n the  
bac k o f yo ur insuranc e  c ard o r the  pe rso nal de partme nt o f yo ur e mplo ye r and as the  
fo llo wing  que stio ns.  
 
1. Do e s o ur de nta l c o ve rage  inc lude  o rtho do ntic s?   
 
2. What are  o ur be ne fits?  (No rmally c o mpanie s pay at a  50% rate  up to  a  life time  max o f 
@  $1000)  
 
3. Is the re  an age  limit o n the  c o ve rage ?   
 
4. Is the re  a  waiting  pe rio d be fo re  c o ve rage  be g ins?   
 
5. Ho w are  the  be ne fits pa id?   
 
6. What is the  mailing  addre ss fo r de nta l c la ims?   
 
Things to know about your Insurance coverage:  
 
1. Insuranc e  c o ve rage  is a  c o ntrac tual agre e me nt be twe e n a  patie nt and the  patie nt’ s 
insuranc e  c o mpany, no t Ro y Ortho do ntic s.  
 
 
2. Ro y Ortho do ntic s is happy to  file  c la ims o n be half o f the  patie nt, ho we ve r it is the  
patie nt’ s re spo nsib ility to  mo nito r the  de ta ils o f the  c o ve rage  and c la im status with the  
insuranc e  c o mpany.  
 
 
3. It is c usto mary fo r insuranc e  c o mpanie s to  pay o ut o rtho do ntic  be ne fits o n a  mo nthly 
o r quarte rly basis; rare ly do  the y pay in a  lump sum. This me ans that if a  po lic yho lde r’ s 
e mplo yme nt c hange s o r a  po lic y te rms prio r to  the  c o mple tio n o f tre atme nt, any 
re maining  insuranc e  ba lanc e  will be c o me  the  patie nt’ s re spo nsib ility.  
 
 
4. Any info rmatio n o bta ine d fro m yo ur insuranc e  c o mpany by an e mplo ye e  o f Ro y 
Ortho do ntic s is no t a  guarante e  o f payme nt. If fo r any re aso n an insuranc e  c o mpany 
pays le ss than the  e stimate d be ne fit, the  patie nt will be  re spo nsib le  fo r the  re maining  
po rtio n.  
 
 
5. It is the  patie nt’ s re spo nsib ility to  pro vide  Ro y Ortho do ntic s with any c hange s in 
insuranc e  c o ve rage  within 10 wo rking  days o f sa id c hange   

 



De ntal Insuranc e  Information  
This fo rm is fo r DENTAL c o ve rage  o nly. The  info rmatio n yo u pro vide  will be  use d to  ve rify yo ur 

o rtho do ntic  be ne fit, so  ple ase  fill out this form c omple te ly . As a c o urte sy, we  are  happy to  file  an 

insuranc e  c laim o n yo ur be half o nc e  ac tive  tre atme nt is initiate d.  

Witho ut this info rmatio n we  are  unable  to  file  yo ur c laim.  

 
Curre nt Da te :      

 

 

Pa tie nt Na me :               
    La st     First    (Nic kna me ) 

 

Pa tie nt’ s DOB:       Pa tie nt’ s SSN:      

 

****Optima is for medical coverage only.  Please provide dental carrier info.**** 

 

Primary Insuranc e   
Prima ry Sub sc rib e r’ s Full Na me :             

     La st    First    (Nic kna me ) 

 

Sub sc rib e r’ s re la tio nship  to  pa tie nt: (c irc le  o ne ) Se lf/ Pa re nt/ Ste p -pa re nt/ Gra ndpa re nt/ Othe r    

 

Sub sc rib e r’ s DOB:     Sub sc rib e r’ s SSN:      

 

Sub sc rib e r’ s Ho me  Addre ss:     City    Sta te    Zip     
(If d iffe re nt tha n pa tie nt)  

 

Sub sc rib e r’ s Be st Da ytime  Co nta c t # :     (Ho me , Wo rk, Ce llula r, Othe r    ) 

 

Insura nc e  Ca rrie r Na me :        Pho ne  #         

 

Ins. Co mpa ny. Addre ss:       City    Sta te    Zip     

 

Sub sc rib e r ID # :        Gro up  # :       

 

Co mpa ny Insure d  Wo rks Fo r:        

 

 2nd Insuranc e  (If Applic a b le ) 

 

Prima ry Sub sc rib e r’ s Full Na me :             

     La st    First    (Nic kna me ) 

 

Sub sc rib e r’ s re la tio nship  to  pa tie nt: (c irc le  o ne ) Se lf/ Pa re nt/ Ste p -pa re nt/ Gra ndpa re nt/ Othe r    

 

Sub sc rib e r’ s DOB:     Sub sc rib e r’ s SSN:      

 

Sub sc rib e r’ s Ho me  Addre ss:     City    Sta te    Zip     
(If d iffe re nt tha n pa tie nt)  

 

Sub sc rib e r’ s Be st Da ytime  Co nta c t # :     (Ho me , Wo rk, Ce llula r, Othe r    ) 

 

Insura nc e  Ca rrie r Na me :        Pho ne  #         

 

Ins. Co mpa ny. Addre ss:       City    Sta te    Zip     

 

Sub sc rib e r ID # :        Gro up  # :       

 

Co mpa ny Insure d  Wo rks Fo r:        

 


