
OFFICE PAYMENT POLICY 


Payment f.or services rendered may be made by cash, check, credit care .or a Care Credit 
acc.ount.on the day .of treatment. There will be a $35 fee f.or any check returned fr.om the 
bank f.or n.on-payment. 

INSURANCE INFORMATION 

Our g.oal is t.o assist y.ou in utilizing y.our insurance benefits. Dental Insurance plans vary 

widely in c.overed services. We enc.ourage y.ou t.o bec.ome familiar with y.our plan's 

exclusi.ons, deductibles and c.o-payment. 

As a c.ourtesy t.o y.ou we will file y.our insurance pr.omptly and request payment .of y.our 

benefit t.o .our .office ("assignment .of benefits"). 

We require payment at the time .of service .of fees n.ot c.overed by your plan. 

Dental Insurance plans reduce payment f.or s.ome services based .on plan pr.ovisi.ons, 

restricti.ons, exclusi.ons and waiting peri.ods. 

If Dr. M.osca is n.ot a participating provider with y.our insurance the payment provided 

may be reduced by y.our dental insurance and paid directly t.o y.ou, which makes the entire 

balance due when treatment is rendered. 

If we are unable t.o .obtain reimbursement fr.om y.our plan, y.ou agree t.o accept 

resp.onsibility f.or payment .of any unpaid balance. 

If the acc.ount bec.omes delinquent c.ollecti.on fees apply. 

Please inf.orm .our .office .of any changes in c.overage, empl.oyment .or pers.onal 

inf.ormati.on. 


I auth.orize J.ohn 1. M.osca, M.S., D.M.D. t.o release any necessary inf.ormati.on t.o my 

insurance carrier and auth.orize benefits t.o be paid directly t.o the .office. I understand that 

I am resp.onsible f.or any unpaid balance. 


It is underst.o.od that risks are inherent with every medical/dental procedure. Please ask if 

are c.oncerned what these risks might be f.or treatment that will be rendered. 


PRIVACY PRACTICES 

I c.onsent t.o the use .of my protected health inf.ormati.on f.or the purp.oses .of carrying .out 
treatment, c.onsultati.on with specialists and billing my insurance c.ompany .on my behalf. 
This inf.ormati.on will n.ot be shared f.or any .other purp.ose unless I direct y.ou t.o d.o SQ. 

Signature Date________ 
(t.o be used as "signature .on file" for insurance purp.oses) 
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