    Kirk Hazelgrove, D.D.S.

FINANCIAL POLICIES

Thank you for choosing Kirk Hazelgrove, D.D.S. as your dental provider.  We are committed to your treatment being successful.

The following is a statement of our Financial Policies.  We require all patients, or their parents (in the case of minors), to read and sign this document prior to treatment being rendered.

PAYMENT IN FULL IS DUE AT THE TIME OF SERVICE.  WE ACCEPT CASH, CHECK, CREDIT CARD (VISA, DISCOVER, MASTERCARD) DEBIT CARDS, AND CARE CREDIT.

INSURANCE

We require estimated co-payments to be made at the time of service.  We will bill your insurance as a courtesy to you.  In order for us to file your claims, we must have the most up-to-date information regarding your insurance coverage.  For this reason, you may be asked to present your insurance card(s) at each visit and promptly inform us of any changes.                                      

                                                                                                            Initial_________

ADULT AND MINOR PATIENTS

Adult self-pay patients are responsible for full payment at the time of service.  The adults accompanying self- pay minors (i.e., parents and/or guardians) are responsible for full payment at the time of service.




Initial_________

MISSED AND / OR RESCHEDULES APPOINTMENTS

Unless cancelled at least 24 hours in advance, our policy is to charge $50.00 for missed appointments.  If you show up for your appointment more that 15 minutes late, we will need to reschedule your appointment to another day.  This is in consideration of Dr. Hazelgrove’s busy schedule, as well as consideration of other patients that also have scheduled appointment times that day.



Initial_________

RETURNED CHECKS

In the event that a check is returned for insufficient funds, we will call to notify you and give you 10 days to pay the amount of the check in full with cash.  If we do not receive the cash payment in full within 10 days, a $25.00 returned check fee will be added to your account.

Initial_________

COLLECTION FEES

Should this account become delinquent and collection becomes necessary, the undersigned agrees to be responsible for attorney’s fees of 33 1/3%, interest at 18% per annum from the last day of payment and any and all applicable court costs.



Initial_________

I have read the above Financial Policies and I understand them and agree to them.

___________________________________________
__________________

Signature of Patient or Responsible Party
Date 




