




​Written Financial Policy​

​Thank you for choosing Woodbury Heights Dental Care. Our primary mission is to deliver the best​
​and most comprehensive dental care available. An important part of that mission is making the cost​
​of optimal care as easy and manageable as possible for our patients by offering several payment​
​options.​

​Payment options to choose from:​

​✓ Cash, check, Credit cards(Visa, MasterCard, or Discover Card)​
​✓ Convenient monthly payment plans' from​​Care Credit​​1​

​*Allow you to pay over time​
​*No annual fees or pre-payment penalties​

​Woodbury Heights Dental Care requires payment​​PRIOR​​to the completion of your treatment. If you​
​choose to discontinue care before treatment is complete, your account will be adjusted to reflect the​
​cost of the care provided. For services requiring multiple appointments for completion, alternative​
​payment arrangements may be provided; subject to the discretion of the financial coordinator.​

​For patients with dental insurance:​

​We will work with your dental insurance carrier and bill them for services rendered​​2​​. Thus, as​
​mandated by law, all services requiring co-pay will be collected at the time of service​​3​​. As a courtesy​
​and upon request, we will submit a preauthorization for most major work recommended.​

​All Patients--Please note: A fee of​​$50​​will be charged for patients who miss/cancel their​
​appointments without a 24 hours notice. A fee of up to​​$100​​will be charged for multiple family​
​members who miss/cancel on the same day without a 24 hours notice.​
​If you have any questions or concerns, please do not hesitate to ask. We are here to assist you in​
​achieving and maintaining optimal dental health with the quality care you deserve.​

​_________________________________                                                        _______________​
​Patient, Parent or Guardian Signature                                                              Date​

​_________________________________​
​Patient Name (print)​

​__________​
​Staff Initials​

​1.​ ​Subject to credit approval​
​2. If we do not receive payment from your insurance carrier within 90days, you will be responsible for payment of your​
​treatment fees and collection of your benefits directly from your insurance carrier.​
​3. Co-payments at time of service are estimated.​



 HEALTH INFORMATION PORTABILITY AND ACCOUNTABILITY ACT 
 (HIPAA) 

 PATIENT AUTHORIZATION 

 Must be signed and returned to be placed in the patient's chart. Patient agrees to the following: 

 1. Permit communication about health and personal information to another treating doctor other 
 than HIV records, psychological records, or drug abuse records. 

 2. Permit communications about health and personal information, excluding those listed in #1 to 
 insurance companies. 

 3. Permit communication about health and personal information, excluding those listed in #1 to 
 your requested lawyer. 

 4. Permit communication about health and personal information to government authorities. 

 5. Permit messages to be left on voice mail for appointment reminders. 

 6. Permit messages to be left on voice mail with lab or X-ray results. 

 7. Permit practice to release information to medical examiner or coroner to identify a deceased 
 individual cause of death. 

 8. Permit to release information to organ or tissue donor facilities, if you are an organ donor. 

 9. Permit release of information threatening your health, safety, or national security. 

 10. Permit release of information to Worker's compensation or similar programs. 

 11. Permit patients statements to be mailed and to be marked as “Personal and Confidential". 

 I may revoke my consent in writing, except to the extent that the practice has already made disclosures 
 upon my prior consent. If I do not sign the consent, Dr. Kim, Dr. Ko, and associates may decline to 
 provide treatment to me. 

 __________________________  ________________ 
 Signature of Patient or Guardian  Date 

 __________________________ 
 Patient Name (Please Print) 


