Inglewood Family Dentistry
Karen B. Curtis, DMD
Financial Policy
Payment is due at the time of service. For your convenience, we accept CASH, Visa,
Master Card, American Express, Discover, Debit/Bank cards and Care Credit.
We do not accept Checks. We will offer a 5% cash discount for treatment paid in
advance in full.
Regarding Insurance
We will attempt to verify your coverage and calculate your deductible and copayments as accurately as possible. However, you are ultimately responsible for your
account. Please understand that your insurance policy is a contract between you and
your insurance company. It is not up to us to determine what services they will and
will not cover.
As a courtesy to you, we will file your PRIMARY insurance for you. If you have a
secondary insurance, we will provide you with the necessary information needed for
you to file it yourself. If you have questions, we will be happy to assist you. If you
have a deductible and/or a co-payment you will be required to pay it at the time of
service. Failure to collect a patient’s deductible and/or co-pay is considered
insurance fraud. Once payment is received on your claim, we will send you a bill for
any balance remaining on your account. Please note that if your insurance has not
paid within 60 days, you will be responsible for your account balance.
Past-Due Account Balances
Interest of 1.5% will be charged to accounts over 60 days. All accounts over 90 days
will be reported to the Credit Bureau of North America and Experian. A late fee up to
$50.00 will be applied to all accounts over 90 days. Patients will be responsible for all
collection and/or attorney fees which could incur while trying to collect on a bad
debt.
Payment Plans
We do offer payment plans for those with approved credit*. Please see a staff
member for more information.

I have read and understand the above financial policy. By signing below, I acknowledge responsibility
and agree to the terms as stated above.
I also received a copy of Inglewood Family Dentistry’s “Welcome Letter” with office policies

____________________________________

Signature of Responsible Party

_____________

Date

