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Office Policies

Welcome to Mountain Shadows Family Dental, the office of Dr. Matthew Garrett. We want to make your visit productive and enjoyable. Please carefully read and initial by each statement and sign below.  This policy has been put in place to ensure that financial payments due are recovered to allow us to continue to provide quality dental care for our patients.  It is important that we work together to assure that payment for services is as simple and straightforward as possible. We are happy to answer any and all questions regarding insurance plans and payment policies.  
1. ____ I understand that if I do not have my insurance card, referral and/or co-payments, that my appointment may be rescheduled until such time that I can provide the required documents or payments.  CO-PAYMENTS ARE DUE AT THE TIME OF SERVICE.
2. ____ I understand that if my account is not paid in full within 90 days, a $25.00 or 25% (whichever is greater) of the total bill will be added to the outstanding balance and will be turned over to collections for further processing.  No additional appointments will be made for delinquent accounts until they are brought current.
3. ____ I understand that if I am unable to make a scheduled appointment I need to contact Mountain Shadows Family Dental at least 24 HOURS before my scheduled appointment time and speak to a staff member to make those changes.  An automated reminder text/call will be made on your behalf and it is necessary that you provide us with a primary phone number from which you check your messages regularly.  Due to high demand for appointments, missed appointments prevent us from scheduling appropriately and keep others in need of urgent appointments from being seen.  A $35 PER HOUR FEE WILL BE ASSESSED FOR ALL MISSED APPOINTMENTS NOT CANCELLED WITH AT LEAST 24-HOUR ADVANCED NOTICE. 
4. ____I understand that if I am a member of a dental insurance plan, it is up to me to understand my benefits.  My dental insurance is a contract between my insurance carrier and myself, NOT between Mountain Shadows Family Dental and the insurance carrier.  As such, I understand that I am responsible for the full amount of all dental treatment incurred.  Any payments received by Mountain Shadows Family Dental from my insurance carrier will be credited to my account.
5. ____I understand that Mountain Shadows Family Dental will do their best to estimate what my dental insurance will cover however, it is an estimate only and not in any way a guarantee of payment or coverage by my insurance company. A predetermination can be obtained for your treatment but this is still not a guarantee of payment.
6. ____ I understand that Mountain Shadows Family Dental will bill my Insurance claims as a courtesy at no cost to me and will allow 60 days from the date of filing for my insurance company to process or pay a claim.  After that time, it is my responsibility to pay the balance in full and contact the insurance company to receive reimbursement.  I understand that it is my responsibility to provide my insurance company with requested information needed to process a claim for service.  It is also my responsibility to notify Mountain Shadows Family Dental if there is a change in my insurance coverage, residence, or phone number.
ULTIMATELY, IT IS UP TO ME TO KNOW MY INSURANCE BENEFITS.

7. ____ For your convenience we accept Visa, MasterCard, Discover, American Express, Personal checks, and Cash. Extended payment plans are accepted through Care Credit.  There will be a $35.00 NSF fee for all returned checks.

8. ____ I have read and understand the above Office Policies and I agree to abide by its terms.
_________________________        ______________________________        _______/_______/_________
Printed name of patient 
           Patient/Guarantor Signature

       DATE
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​
