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    Richard S. Kirschbaum DDS

                               

    26 East Granby Road 

                               

    Granby, CT 06035





    860-653-7596, granbydental@cox.net


Financial Policy & Consent for Services

1. Estimated patient balances are due in full at the time of service, including co-payments and deductibles. Please check in before appointments and check out after appointments at the front desk. There is a 1 1/2 % finance charge on balances over thirty days from the date services were provided with a $3 minimum billing fee. As a condition of your treatment by this office, financial arrangements must be made in advance.  

2. Most dental insurance plans have a maximum allowance per policy period. Once your insurance is maxed out no additional benefits are usually allowed for any services including cleanings until your policy renews. We cannot be responsible for tracking each individual insurance maximum so please contact your insurance company for the most updated information.

3. As a service to our patients, we will submit your dental insurance claims provided we have the correct insurance information on file.  This dental office cannot render services on the assumption that our charges will be paid by an insurance company. It is the patient’s responsibility to know their specific healthcare benefits. The agreement of the insurance company to pay for care is a contract between you and the insurance company. It is your responsibility to pay any balance not paid for by your insurance company. We cannot guarantee that an insurance company will pay on a given procedure even when an estimate of benefits has been received. Regardless of the insurance company’s determination of usual and customary fees or payment amounts, you are required to pay the full amounts charged by our office unless we are contracted to write off specified fees according to your insurance explanation of benefits. Any claim not paid within 60 days of treatment completion is the patient's responsibility. Should this occur we urge you to call your insurer. 

4. We use composite (tooth colored) material for fillings. If your insurance does not pay for composite fillings, or downgrades them, you will be responsible for the full difference between what your insurance pays and our fee. The responsible party should be familiar with the benefits provided by their insurance carrier. Please review your booklet or contact your insurance carrier if you have any questions. Some teeth may need a root canal even after a simple filling. Fillings and crowns are performed to treat diseased teeth, and a small percentage of these teeth end up needing a root canal after the filling or the crown is done. The root canal is a separate procedure and a separate fee. 
5. All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for with cash or credit card at the time services are performed.

6. The office can only bill for procedures documented in your record. To change a diagnosis or procedure, date or code to secure insurance payments constitutes fraud.

7. Fee estimates for dental care can only be extended for a period of three months from the date of the patient examination. 

8. In divorce cases, and when someone other than a parent or guardian brings a child, the person who brings a child in for treatment is the responsible party unless another formal agreement is made.

9. CANCELLATION POLICY: There is a $45 fee for appointments cancelled with less than 1 full business day notification and an additional $45 per hour if the appointment was over 1 hour (for example a 90 minute missed appointment would be $67.50, a two hour missed appointment would be $90). This charge will not be covered by insurance, but will have to be paid by you personally prior to receiving additional treatment. Multiple “no show” appointments may result in discharge from our dental practice.

I authorize my insurance benefits to be paid directly to Granby Dental and I authorize Granby Dental to release any information required to process my claims. I agree to be responsible for payment of all services rendered on my behalf or my dependents. I agree to pay all court and/or collection costs, and a reasonable attorney fee on any unpaid balances. 

I have read the above conditions of treatment and payment and agree to their content.

Signature of patient, parent or guardian:​​​ ​​​​​​​​​​                                                          Date: ​​​​​​​​​​                           

