Burg Pediatric Dentistry
General Information and Financial Agreement
Our Team of Doctors

The Dentists at Burg Pediatric Dentistry are some of the best children’s dentists in the state!  Not that we’re biased.  Some of them are pediatric dentists, and some are general dentists.  Since all our patients are children, our doctors have tons of experience making children just like yours feel at ease. We are confident that you will enjoy and feel comfortable with any of our dentists, and we will try to accommodate any personal preferences you may have in regards to which doctor treats your child.  No matter which doctor performs treatment on your child, you may find that your insurance reports it under that doctor’s name, the practice name, or Dr. Burg’s name.
Cancellation Policy

Due to the large number of children we treat in this office, we kindly ask that you give us at least 24 hours notice if you cannot make your appointment.  This will allow us to try and fill your spot with a child who is in need of treatment.   Each patient who does not give at least 24 hours notice, or fails to show up with no notice, will be charged a $25 cancellation fee.  This relatively small fee is not meant as a punishment, but as an incentive to keep your scheduled appointment.
Running on Time

One of our highest priorities is that we run on time.  If you arrive more than 10 minutes late for your child’s appointment, we may have to reschedule (depending on that day’s time availability).  But to be fair, if you arrive on time, and have to wait longer than 10 minutes, you will receive a discount on your expenses for that day.
A Pleasant Dental Experience

It has been shown that fear of going to the dentist ranks among the top two or three most fearful experiences for people (just after fear of dying, no kidding!)  We strive to make your child’s experience here as comfortable as possible.  If you have any comments or suggestions that may help us in this endeavor, please feel free to let us know.

Financial Considerations

Our primary goal is to provide quality dental care to infants, children, and adolescents.  Payment for treatment is expected at the time of service. We accept cash, checks, and all major credit cards.  Third party financial arrangements are also available. 
If the patient has dental insurance, we require the responsible party to pay the patient estimated portion and/or deductible on the day of service.  The insurance will be billed as a courtesy; however, please be aware that if the insurance company does not pay within 60 days, payment in full is expected from the responsible party.  It is the parent’s responsibility to know and understand their insurance benefits.  Fees quoted in our office are estimates only.  Please understand that insurance companies pay benefits based on their own fee schedule and that fees charged in this office are the actual fees.  The parent is responsible for all differences between this office’s fees and your insurance fees.
The parent is responsible for anything their insurance does not cover.  In this office, we use a white filling material.  Please be advised that some insurance companies will reduce their benefit to a silver filling rate.  The responsible party must pay the difference, if any, between the two rates.

In accordance with the Federal Truth-In-Lending Act, please be advised that interest will be charged at the rate of 20% per annum on past due balances.  If your account is assigned to an outside agency for collections, you agree to pay all collection agency fees and all attorney and court costs. A $20 returned check fee will be assessed on all returned checks.

I hereby authorize Burg Pediatric Dentistry, to release any and all medical information (including dental information) to the insurance carrier. I hereby authorize payment directly to Burg Pediatric Dentistry insurance benefits otherwise payable to me.  I understand that I am financially responsible for any and all charges not covered by this authorization.  I have read and understand the above policies and accept the terms of this agreement.
Name of Child/Children: _____________________________________________________________________________________
Signature of authorized person: _______________________________________________Date:____________________________
Relationship to patient: ______________________________________________________________________________________
