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John J. R%c_)be-r_son, DDS

814 HIGHWAY 139 | MONRQOE LA, 712083 | (318) 343-2633

Written Financial Policy

Thank you for choosing John J. Roberson, 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.

Payment Options:

QOur office accepts:

- Cash or check, Visa®, MasterCard®, American Express® or Discover Card®

- Special financing options with convenient monthly payments available with the CareCredit healthcare
credit card’

o Allow you to pay over time
o No annual fee?
Please note:

If you choose to discontinue care before treatment is complete, your refund will be determined upon review of
your case.

Payment Options:
We accept payment in thirds for treatments over $500. For plans requiring multiple appointments, alternative
payment arrangements may be provided.

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.?

John J. Roberson, DDS charges $25 for returned checks.

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)

. 1CareCredit is a credit card offered by Synchrony Bank and is NOT an in-house credit program offered by John J. Roberson, DDS or
any other healthcare provider. You may apply for the CareCredit healthcare credit card and if approved. use it at John J. Roberson,
DDS's office. However the CareCredit credit card agreement is between you and Synchrony Bank. Subject to credit approval.

2However, if we do not receive payment from your insurance carrier within 90 days, you will be responsible for payment of your
treatment fees and collection of your benefits directly from your insurance carrier.

*For new accounts: Purchase APR is 26.99%: Minimum Interest Charge is $2. Existing cardholders should see their credit card
agreements for their applicable terms. Subject to credit approval.
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WILL MY INSURANCE PAY FOR THIS?

We are happy to verify, ESTIMATE your portion of treatment costs, and file
your insurance claims for you. However, we DO encourage our patients to be
“savvy” consumers and know their insurance plans as well! Here are some
important things to know......

*Employers offer dental benefits to help employees pay for a PORTION of the cost of their
dental care. The amount your plan pays is determined by the agreement negotiated by your
employer with the insurer. Your plans “allowed” fees are the maximum amounts that will be
covered by the plan for eligible services. The plan pays an established percentage of the
dentist’s fee or theix “allowed” amaunt, whichever is less. (Exceeding the plan’s “allowed”

- fee does NOT mean that your dentist has overcharged for the procedure.)

*Information needed to submit claims on your behalf include: insurance company name,
group number, who the plan holder is, their member/subscriber ID or social security number,
date of birth, employer, and the effective date of coverage.

*What your annual deductible and maximum benefits are per benefit period. Keep track of
what you are using - once you have used the maximum dollar amount your plan will pay
toward your dental care, you are responsible for costs incurred over that amount. The
deductible is the amount you must pay out of pocket before your insurance company will
start paying.

*Fraguency Limitations are the number of times in a henefit period a procedure will he paid
for by your plan. For instance, a fluoride treatment for your child may be covered only 1 time
per year, while the ADA recommendation is 2 times per year.

* Any Exclusions or Waiting Periods which the consumer should be aware of. For example, a
“missing tooth clause” means that the plan will not pay for ANY procedure to replace a tooth
that was missing prior to the plans effective date.

*Cost Control Measures to keep their costs down may include:

Downcoding. For example, your dentist recommends a white composite filling on a molar,
but your insurance will only pay for the silver amalgam filling. This is also known as “least
expensive alternative treatment.” It does not mean we “coded wrong” on the claim....we
code exactly what we do. It is just another way your insurance company is saving money for
themselves.

Bundling. An example of bundling is when periodic {check-up) exams and limited (emergency)
exams are combined in the frequency limitation.

Remember, insurance companies DO NOT base their coverage on the American Dental
Association’s recommendations for optimal dental health.



CONSENT TO PERFORM DENTISTRY

Dr. John J. Roberson, D.D.S.
814 Highway 139
Monroe, LA 71203
(318) 343-2633

Patient’s Name
Guardian’s Name
Date

PLEASE INITIAL EACH PARAGRAPH AFTER READING. IF YOU HAVE ANY
QUESTIONS, PEASE ASK YOUR DOCTOR BEFORE INITIALING. THIS DOCUMENT
GIVES AUTHORIZATION TO PREFORM NECESSARY DENTAL TREATMENT
RECOMMENDED BY THE DOCTOR AND STAFF.

L. TREATMENT:
I understand that I may have the following dental treatment performed: Fillings, Crowns,
Bridges, Removable Appliances, Extractions, Impacted tooth removal, Root Canals,
treatment of periodontal disease, Whitening, Splint therapy or other work deemed necessary.
2. DRUGS AND MEDICATIONS:
I understand that antibiotics, analgesics, anesthetics, and other medications can cause allergic
reactions, resulting in redness and swelling of tissues, itching, pain, nausea and vomiting or
more severe allergic reactions. I have informed the doctor of any known allergies. Certain
medications may cause drowsiness and it is advisable not to drive or operate hazardous
equipment when using such drugs.
1. RISK OF DENTAL ANESTHESIA:
[ understand that pain, bruising, and occasional temporary or sometimes-permanent
numbness in lips, cheeks, tongue or associated facial structure can occur with injections.
About 99% of these cases revolve themselves in less than 8 weeks. Although very rarely
needed, a referral to a specialist for evaluation and possibly treatment may be needed if the
symptoms do not resolve.
4. HYGIENE AND PREVENTATIVE:
I understand that it is the duty of the hygienist to need diagnostic x-rays in order for the
dentist to properly diagnose treatment. If I refuse the x-rays I understand that I cannot hold
the dentist, hygienist, or staff responsible for failure to diagnose any dental condition. I also
understand that due to periodontal disease, gum infection, or failure to have my teeth cleaned
and examined in a reasonable time; a more extensive appointment with the hygienist may be
required and that my insurance may not pay the complete fee. I understand that any additional
fee will be my responsibility to pay.
5. FILLINGS:
I understand that a more extensive restoration that originally planned, or possibly root canal
therapy, may be required due to additional conditions discovered during preparation. I
understand that significant changes in response to temperature may occur after tooth
restoration and usually subside in 1 to 2 weeks. It is my responsibility to inform the doctor is
symptoms do not improve so that the required steps can be taken to resolve the discomfort. I
also understand that the doctor uses “tooth-colored fillings” when doing restorations and it is
my responsibility to pay the balance if my insurance does not cover this procedure in full.
6. CROWNS, BRIDGES, INLAYS AND ONLAYS:
I understand that it is sometimes not possible to exactly match the color of natural teeth with
artificial teeth and further costs may be involved if custom shading is required. I further
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understand that I may be wearing temporary crowns that are prone to loosening and may
need recementing. I will notify my doctor of that occurrence so that a temporary restoration
is maintained until the final restoration is delivered. It is my responsibility to return within 6
weeks of tooth preparation for final cementation of the restoration. I understand that I may
need further treatment in this office or possibly by a specialist if complications arise during
treatment, and any costs thus incurred are my responsibility.

REMOVABLE PROSTHETICS:
I understand that choosing to wear dentures/partials is a decision made by me and I do not
want to restore my teeth with recommended treatment by the doctor or the doctor has
informed me that dentures/partials are my only option so that I may maintain good oral
health. I also understand that, while I will no longer suffer from dental decay or infection, I
could experience denture related problems such as shrinking bone and gums, poor chewing
ability, altered speech, reduced taste and constant denture movement. Most denture wearers
adjust to these symptoms quickly while others take time, and there are a few patients who do
not manage well.
Immediate dentures (placement of a denture immediately after extractions) may be quite
uncomfortable for several days. Immediate dentures require frequent adjustments and one or
more temporary relines within several months. I understand that failure to keep
appointments may result in a less than desirable outcome. I understand that I must get my
permanent reline when the doctor advises me it is time (usually this is within 9 months) or
additional fees may be incurred.

EXTRACTIONS:
Alternatives to tooth removal include root canal therapy, extensive restoration, periodontal
(gum) treatment or crowns. | have been advised of my treatment options but choose to go
forth with an extraction. I understand that removing teeth does not always remove existing
infection and that further treatment may be necessary. I understand that the risk of removing
teeth include, but are not limited to; pain, swelling, bleeding, infection, dry socket, fracture
of bone or jaw, and loss of feeling in my lip or other facial areas, cheek, tongue, gums, and
teeth. Such numbness may be temporary or permanent. Also, there is the possibility of a
small root piece being left in the jaw where the risks of removing it outweigh the benefits. I
understand that further care by a specialist may be needed if complications arise during or
after treatment, and that costs incurred are my responsibility. I acknowledge that I have been
given a copy of the possible complications involved and that any questions I have pertaining
to extractions have been answered.

PERIODONTAL DISEASE:
Periodontal disease can be a serious condition, causing gum and bone inflammation and/or
loss and may lead to loss of permanent teeth. Possible treatment plans have been explained
to me, including deep cleaning, gum surgery and bone grafting, extraction of teeth and tooth
replacement. I understand that much of the success of periodontal treatment depends on my
continuing home care and faithful adherence to following my doctor’s instructions,
including strict observance of recall appointments. I understand that care by a specialist
may be necessary.

ROOT CANAL THERAPY:
I realize root canal therapy has a very high success rate, however, there is no guarantee that
root canal treatment will save a tooth, and complications can occur. During the procedure
some complications or conditions might be noticed which would require a referral to a
specialist or extraction. These include; extensive decay making the tooth unrestorable,
perforations, a fractured tooth, curved or hardened canals, and extra canals whose presence
couldn’t be diagnosed earlier leading to persistent pain and infection. I understand that root
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Date:

canal files are extremely fragile instruments and may sometimes separate within the root,
which may or may not cause success. Teeth exhibiting extensive infection where
conventional root canal therapy is not enough might need further surgery or treatment by a
specialist at additional costs to me. A small percentage of root canals fail despite the best
efforts. I understand that specialty care may be indicated if some complications arise, and
any costs incurred are my responsibility. After root canal therapy, a crown is recommended
to complete the permanent restoration of the tooth which, if not placed within the
recommended time by the doctor, might lead to fracturing of the tooth and possible
extraction retreatment of root canal. I acknowledge that I have been given a copy of
possible complications that can arise during a root canal procedure.

IN-OFFICE OR AT HOME WHITENING:

I understand that this is a cosmetic procedure and I must have a complete hygiene check-up

and be free from tooth decay before proceeding with this treatment. I have been explained
any complications such as tooth sensitivity, soreness of gums, ulcer or burn from the
bleaching gel. I also understand that [ may not reach my desired whiteness due to deep
staining of my teeth, smoking, or intake of large amounts of staining beverages. |
acknowledge that I have been given written home care instructions and an questions have
been answered to my satisfaction.

CHANGES IN TREATMENT PLAN:
I understand that during treatment it may be necessary to change or add procedures because
of conditions discovered during treatment that were not evident during examination. 1
authorize my doctor to use professional judgement to provide appropriate care. I understand
that dentistry is not an exact science and that no specific results can be assured or
guaranteed. I acknowledge that no such guarantee have been made regarding dental
treatment I have authorized. I understand that the treatment plan and fees are proposed are
subjected to modifications, depending upon unforeseen or undiagnosed conditions that may
be recognized only during the course of treatment.

CONSENT: I have had the opportunity to have all my questions answered by my doctor.
My signature below signifies that | understand the treatment and anesthesia that is proposed
for me, together with the known risk and complications associated with the treatment. I
hereby give my consent for the treatment I have chosen.

Time: AM/PM

Patient’s Name:

Name of Parent or Guardian:

Relationship to Patient:

Signature Patient or Parent or Guardian






