PEDIATRIC James L. Walton, DDS, MS

AND Dorthe Hartmann, DDS
ADOLESCENT Saul Ovalle, DDS, MS
DENTISTRY Kristin H. Bothun, DDS, MS

Main Office: 212 Star Street ®* Mankato, MN 56001  (507) 387-4078
New Ulm Office: 26 N. Broadway * New Ulm, MN 56073 ¢ (507) 354-8943

FINANCIAL AGREEMENT
PAYMENT OPTIONS

Payment is expected at the time that treatment is provided.
Personal checks are not accepted for amounts greater that $500.00.

1. Cash or check (5% discount given when charges are paid in full)
2. Mastercard, Visa and Discover
3. Extended payments through Care Credit

(Details available on request)

Dental Insurance
We are prepared to submit your dental insurance claims for you.

In order to file your insurance you will need to provide the following: dental insurance card,
subscriber’s social security number, subscriber’s date of birth, and subscriber’s address/phone
number.

If you do not have a dental insurance card, you will need to provide the following: name of
insurance company, claim address, phone number, group number and member ID/subscriber ID.

We submit a request for pre-treatment coverage by your insurance company. For in office treatment,
your co-payment is due on the date of service, or an estimate of 30% of the dental fees if we have
not heard back from your insurance before the appointment. We urge you to be fully aware of the
limitations of your policy as it may only cover a portion of your treatment. It is important to
remember this is a contract between you and your insurance company and you are ultimately
responsible for the total dental bill.

Hospital Treatment Agreement

Co-payments collected for hospital visits differ from in office co-payments and will be explained at
time of scheduling. Co-payments are estimated and your may be responsible for additional charges.

1. For patients covered by insurance, your co-payment is due 2 weeks before
the hospital appointment.

2. For patients not covered by insurance, the total estimated treatment fees are due
2 weeks before the hospital appointment.

I HEREBY UNDERSTAND THAT I AM RESPONSIBLE FOR ANY
CHARGES INCURRED FOR DENTAL SERVICES RENDERED
BY PEDIATRIC & ADOLESCENT DENTISTRY, LTD.

Parent/Legal Guardian Date

Specialized care for your child and teenager



