











Dr David A Najar

1514 N WALKER ST | PRINCETON WV, 24740 | (304) 487-3711

. Written Financial Policy

‘Thank you for choosing Dr David A Najar. Our primary mission is to deliver the best and most comprehensive
dental care availabie. 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:

You can choose from:

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

We offer a 10% courtesy accounting adjustment to patients who pay for their treatment with cash, check or credit
card prior to completion of care for treatment plans of $1000 or more.

- Convenient Monthly Payment Options® from CareCredit Healthcare Credit Card
ol Allow you to pay over time
o No annual fees or pre-payment penalties

Please note:

Dr David A Najar requires payment at the beginning of your treatment. If you choose to discontinue care before
treatment is complete, you will receive a refund less the cost of care received.

- We accept payment in thirds for treatments under $6500. For plans requiring multiple appointments, alternative
payment arrangements may be provided. For larger, more comprehensive treatment plans of $500 or more, a 1/3
deposit is required to secure your initial treatment appointment.

We also offer in-house financing for treatments under $2500. We charge 18% interest on all past due accounts.

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.?

A fee of $25 is charged for patients who miss or cancel more than 2 times in a calendar year without 48-hour
notice. '

Dr David A Najar 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) :

"Subiject to credit approvat

*However, if we de: not receive payment from: your insurance carier within 30 days, you will be responsible: for payment of your treatment fees and
collection of your benefits: directly from your insurance carrier.




PATIENT CONSENT FORM

I understand that I have certain rights to privacy regarding my protected health information. These
rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I
understand that by signing this consent I authorize you to use and disclose my protected health information
to carry out:

* Treatment (including direct or indirect treatment by other healthcare
providers involved in my treatment)

* Obtaining payment from third party payers (e.g. my insurance company)

* The day-to-day healthcare operations of your practice

I have also been informed of and given the right to review and secure a copy of your Notice of Privacy
Practices, which contains a more complete description of the uses and disclosures of my protected health
information and my rights under HIPAA. I understand that you reserve the right to change the terms of
this notice from time to time and that I may contact you at any time to obtain the most current copy of this
notice.

1 understand that I have the right to request restrictions on how my protected health information is used
and disclosed to carry out treatment, payment and health care operations, but that you are not required to
agree to these requested restrictions. However, if you do agree, you are then bound to comply with this
restriction.

[ understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that
occurred prior to the date I revoke this consent is not affected.

Signed this day of 20

Print Patient Name;

Relationship to Patient:

Signature:

‘David A. Najar, D.D.S. Family Dentistry
1514 North Walker Street
Princeton, WV 24740




