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2010 Written Financial Policy 
Thank you for choosing Gregory W Mohr, DDS. Our primary mission is to deliver the best and most comprehensive dental care available. An important part of the mission is making the cost of optimal care as easy and manageable for our patients as possible by offering several payment options. 
Please note: Gregory W Mohr, DDS requires payment at the time of service.  Arrangements other than in full at the time of service must be made in advance of treatment.  
For patients with dental insurance we are happy to work with your carrier to maximize your benefit and directly bill them for reimbursement for your treatment. We will ask for payment of your out of pocket at the time of service.  Note: Treatment may change while in the chair.  If that should happen, patient is still responsible for their total portion at the time of the visit.
You can choose from:


- Cash, Check, Visa, Mastercard, American Express or Discover Card

We offer a 5% courtesy accounting adjustment to patients who pay for their treatment with cash or check at the time of care for treatment plans of $300 or more.  Patients over 65 qualify for a 10% senior courtesy when treatment is paid in full at the time of the visit. 
- NO INTEREST¹ Payment Plans² from CareCredit

            -Allows you to pay over time with NO INTEREST¹ & no annual fees or pre-payment penalties
For treatment plans requiring more than 2 appointments, alternative payment arrangements may be provided. For larger, more comprehensive treatment plans of $1600 or more (ie.implant procedure), a 50% deposit is required to secure your initial treatment appointment. We also offer in-house financing for treatments under $750.

Any balances that are aged over 60 days: a billing fee of $10 will be applied on each statement sent.
In the event that the patient is a minor, I am the parent and/or legal guardian of the said patient and agree that I am responsible for all services rendered to the patient herein.

A fee of $65-150 is charged for patients who miss or cancel more than 2 times in a calendar year without 48-hour notice.

Our office charges $30 for returned checks.

In the event that my account is referred to an agency or attorney for collection purposes, I agree to pay reasonable attorney fees and any costs relating to the collection proceeding, including court costs. 

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want or need. 




Patient, Parent or Guardian Signature



Date

Patient Name (Please Print)
