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Creative Dentistry, P.C.
Dr. Juanita Andre’ Rouse

OFFICE POLICIES

Please read cavefudly and sign below.

I, the undersigned, hereby acknowledge informed consent from Creative Dentistry, 2O, for the following policies:
I. PAYMENTS FOR FEES ARE DUE ON SAME DAY OF SERVICE,
2. Some insurance policies require an infection control or office vigit fec. Payment for these fees are due on the day of each visit,

3. An examination, set of full mouth x-rays, and a reatment plan will be provided prior to any dental services, except in the
case of an emergency, such as blecding or pain. All x-rays and medical records are property of Creative Dentistry, P.C. You may
obtain a copy of your medical record for an additional fee.

4. Financial arrangements and payments for major treatment will be arranged prior 10 ireatment.  All prosthodontic procedures
and appliznces (crowns, bridges, partials, dentures) which require the utilization of professional laboratory services will require
a fifty percent (307%%) payment prior to laboratory prescription, and the remaining balance will be due upon delivery. All work
under 3500 must be paid in full before treatment is begun.

5. Dental insurance is a contract between you emplover and a dental insurance company. The beneflits that you
will receive are based on the terms of the contract that were negotiated between your employer and the dental
insurance company and not your dental office. The goal of most dental insurance policics is to provide only
hasic care for specific dental services. The services selected are based on the cost of the policy to your
emplover and the negotiated arrangemenis with the dental insurance company.

6. Collections: It is understood, that you the patient are responsible for the entire cost of treatment received. I your financial
obligation is not met, ihen the following additienal charges will be assessed 1o your account accordingly:

All accounts over 30 days past due will be subject 1o interest charges of 1 172 percent per month (18 percent annually).
All accounts over 9 davs past due will be sent to a collection agency unless payment arrangements have been made and
adhered to. Collection fees will inelude a minimum of $300.00, agency lees, attorney fees, and court costs as allowed by
the State of TN law,

7. Returned checks: Fee 32500 plus payment of balance.

8. Broken appoinimenis: This office docs enforce a broken appointment fee. 1t is very important that the patient understand
that this time is set aside especially for him/her and those appointments should be made only at times when they can definitely
be kept. 1T we are not notified within a 24 hour period, then the appropriate fee will be charged to the patient's account. The
broken appointment fzes are as follows:

Routine Appointment - one hour or less - $50.00
Mujor Appointment - over one hour - $100.00
9. X-rays arc property of Creative Dentsitry, P.C.

I have read, asked about anything that was unclear to me, understand and agree to the above policies and terms.
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