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Notes and instructions for the dental practice
When it comes to completing the financial agreement with a patient, this should be done by a dentist’s staff member, preferably a financial or treatment coordinator. Some practices prefer to have the agreement available electronically on a nearby computer so the financial coordinator can complete the information with the patient and print the completed agreement for both parties to sign. Other practices prefer to print a “carbon copy” financial agreement and write in the specific payment method with the patient during the consultation. The important point to keep in mind is that the agreement serves as a visual for the patient as the staff member explains the practice’s financial options. A copy of the agreement should be given to the patient upon closing the consultation. For a detailed explanation of the financial process and consultation, please reference the article series, “The Financial Consultation.”
Replace all text in blue with the appropriate information. Delete any option not offered in the dental practice and renumber the options.

Discounts: It is a common and legally acceptable practice to offer a discount to individuals who pay in cash. Some dental practices may choose to exclude credit card payment from the 5 percent courtesy due to merchant processing fees. However, a retailer cannot offer a lower percentage courtesy, for example, 2-3 percent for credit card payments. Per California Civil Code 1748.1, “No retailer in any sales, service, or lease transaction with a consumer may impose a surcharge on a cardholder who elects to use a credit card in lieu of payment by cash, check, or similar means. A retailer may, however, offer discounts for the purpose of inducing payment by cash, check, or other means not involving the use of a credit card, provided that the discount is offered to all prospective buyers.” Be sure to edit the language on the following page for Option 1 as needed.

Discounts for patients with dental benefit plans: Some practices may choose to offer a courtesy or discount to patients with dental benefit plan coverage. For those patients who are covered by plans with which the dentist is in network, forgiving or failing to collect the co-pay is likely a violation of the contract between the dentist and the plan. Although courtesies and discounts are permitted for patients with out-of-network (not contracted) dental benefits, the discount offered must be applied to both the patient and dental benefit plan portions. For information on how to apply discounts for patients with dental benefits, please reference the article, “The Right Way to Offer a Patient Discount.”

Third-party financing: Dental practices are required by law to have patients sign a Credit for Dental Services Notice when choosing to utilize third-party financing for dental treatment.

Credit card payment plan: The following is optional for extensive treatment plans (major service or orthodontic treatment) or for patients with established payment history with the practice. With credit card payment plans, it is highly recommended that payment be received in full by the last appointment or before/at the completion of treatment. Be sure to securely store credit card information as required by the merchant card processor and Payment Card Industry Data Security Standards (PCI DSS). The decision to accept credit cards for payment plans should be considered carefully and is not a comfortable option for every practice. It is important to carefully evaluate patient demographics and payment options offered by other practices and businesses in the area before offering credit card payment plans.
Financial Agreement and Consent
Patient name: 
 
Treatment plan date: 

Total balance for treatment plan: $ ___________

At [practice name], we have the following financial arrangements available. Please indicate your preferred option and sign the agreement below.

Option 1:_____ Full Payment Courtesy

· We offer a 5 percent courtesy for all treatment that is paid in full by cash, check or credit card in advance or at the beginning of treatment. This offer is valid only for patients who do not have dental benefit plan coverage. For payment with a credit card, please see the Credit Card Authorization form.

Balance due: $ _____________ Due date: ____________

Option 2:_____ Patient Portion With a Dental Benefit Plan

This practice IS/IS NOT (circle one) contracted with your dental benefit plan.

Contracted with plan:

· We provide an estimate of the dental benefit plan coverage and require payment for the patient’s portion in full at time of service. The patient’s portion will include any deductibles, co-payments and noncovered services. Charges exceeding the annual maximum will be the patient responsibility up to the plan’s contractual allowance for the procedures. Per California law (Health & Safety Code §1374.195; Insurance Code §10120.3), the patient will be billed the full usual and customary rate (UCR) for any noncovered services. Any designated patient balance, as determined by the dental benefit plan following claim processing, is the patient’s responsibility. Plan payments are based solely on treatment completion.

Not contracted with plan:

· As a practice that is not in your dental benefit plan’s network, we will bill your plan as a courtesy. Payments will be issued directly to the patient from the plan. We will collect the total treatment cost from you before or at the time of the service. If the plan allows “assignment of benefits” to this practice, we will provide an estimate of the dental benefit plan coverage and will file the claim on the patient’s behalf. Any unpaid balance following the claim processing is the patient’s responsibility.
Estimate* of dental benefit plan coverage: $ _____________ % of treatment: ____________

(*Please note the dental benefit plan portion is an estimate. The patient is responsible for the balance upon receipt of payment and explanation of benefits from the dental benefit plan.)

Total balance due from patient: $ _____________ Due date: ____________

Option 3:_____ Initial Deposit With Payment Due at Each Appointment

· We offer the option of paying a 50 percent deposit with payments due at each appointment for the specified treatment plan. 

Initial deposit: $ _____________ Due date: ____________
Remaining balance due: $ _____________
Amount due at appointment 1: $___________

Amount due at appointment 2: $___________

Option 4:_____ Payment Plan Through [name of company – e.g., CareCredit]
· We offer a payment plan option that is interest free with no deposit and no annual fee through [enter financing company name here], upon application approval. 

Option 5:____ Credit Card Payment Plan

· We offer a credit card payment plan, with a signed authorization for automatic charge, for extended treatment plans. A deposit [indicate % here – recommend 25-30% deposit] is required and full payment must be received prior to the end of treatment. Please see the Credit Card Authorization form for specific guidelines regarding this payment option.
When executed by [enter practice name] below, this document represents an offer by [enter practice name]. Unless [enter practice name] otherwise notifies you at any time prior to your execution of this document, this offer will expire on [insert date], [insert #] days from the date listed below. Upon receipt by [enter practice name] of a fully executed version of this document prior to the expiration date, this document shall constitute a binding agreement between the parties.
A holder of this medical debt contract is prohibited by Section 1785.27 of the Civil Code from furnishing any information related to this debt to a consumer credit reporting agency. In addition to any other penalties allowed by law, if a person knowingly violates that section by furnishing information regarding this debt to a consumer credit reporting agency, the debt shall be void and unenforceable.

Authorization:

I, [patient/responsible party name], understand my financial obligations as outlined above. The treatment plan and financial options have been explained to me and I have agreed to the terms of this agreement with [practice name]. 

_____________________________________________   _______________

Patient/responsible party signature
Date

_____________________________________________   _______________

Staff member signature
Date

Patient Financial Agreement and Consent
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