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ROAN MOUNTAIN DENTAL CENTER
7996 HWY I9E SUITE 6 E

P.O BOX 410
ROAN MOLTNTAIN, TN 37687

We are committed to providing you with the best possible care. If you have dental insurance,

wc are anxious to help you receive your maximum allowable benefits. ln order to achieve these

goals, we need your assistance, and your understanding of our payment policy.
Payment for services is due at the times services are rendered. We accept cash, checks and

rnosr major credit cards (Master Card, Visa and Discover). We will be happy to help you process

your insurance for reimbursement. .A copy of your insurance card must accompany any such

request at the first visit.
Returned checks and balances older than 30 days may be subject to additionai collection fees

and interest charges of 1.5% per month. A 520.00 CHARGE WILL BE ASSESSED FOR
BROI(EN APPOINTMENTS AND APPOINTMENTS CANCELLED WITHOUT A 24

HOUR ADVANCE NOTICE.
\\re will gladly discuss your proposed treatment and answer any questions relating to your

insurance:
You must realize however, that

l. Your insurance is a contract between you, your employer and the insurance
company. We are not a parfy to that contract.

'2. Our fees are generally considered to fall within the acceptable range by most
companies, and therefore are covered up to the maximum allorvance determined by
each carrier

3. Not all services are a covered benefit in all contracts. Some insurance
arbitrarily select certain services they will not cover.

Vrre must emphasize that as dental care providers, our relationship is with you, not your
insurance company. While the filing of insurance claims is a courtesy that we extend to our
patients, all charges are your responsibilify for the date the services are rendered. IF YOUR
BILL IS NOT PAID WITHIN 90 DAYS OF SERVICE, WE WILL HAVE NO CHOICE
I]UT TO TURN YOUR ACCOT.}NT OVER TO A COLLECTION AGENCY. AN
ADDITION AL sl'h WILL BE ADDED TO YOUR BILL FOR FINANCE CHARGES
AND TO COVER TIIE COST OF TI{E AGENCY. We realize that temporary financial
problems may affect timely payment of your account. If such problems do arise, we encourage

you to contact us promptly for assistance in the management of your account.

I WILL PAY TODAY BY CASH-CHECK-CREDIT OR DEBIT CARD 

-I understand and agtee that, (regardless of my insurance status); I am ultimately responsible to the

balance on my account for any professional services rendered. I have read all of the information

above and understand it fully.

SIG}JATURE
Date

Date

PARENT (If Minor)



ROAN MOUNTAIN DENTAL CENTER

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES
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