
OFFICE POLICY 

Thank you for choosing Drs. Hooper, Russell, Deasey and Wright of Severna Park Family and 
Cosmetic Dentistry, to provide your dental care.  We are thrilled that you chose us to be your 
dental provider, and in return we are committed to serving you with skill and high quality care.  
Thank you for abiding by the following policies of our office so that we can provide you with 
superior and timely treatment.

APPOINTMENTS 

Patients are seen by the order of appointment time, not by arrival time.  Any patients who arrive 
LATE for their scheduled appointments may be asked to reschedule their appointment.  It is 
unfair to patients who arrive on time to have to wait due to the tardiness of others.  We 
appreciate your respect in regards to this policy. 

CANCELLATION POLICY 

This office requires a notice of cancellation 24 hours in advance of your appointment.  If an 
appointment is missed without 24 hours no=ce, you may be responsible for a $40.00 fee.  If you 
miss multiple appointments, we reserve the right to dismiss you as a patient from the practice.

INSURANCE 

We participate in most PPO insurance plans.  We do not participate with any HMO or DMO 
plans.  If you are not insured by a plan we participate with, payment in full is expected at each 
visit.  If you are insured by a plan we participate with but do not have an up-to-date insurance 
card, payment in full for each visit is required until we can verify your coverage.  Knowing your 
insurance benefits is your responsibility.  Please contact your insurance company with any 
questions you may have regarding your coverage. 

COPAYMENTS AND DEDUCTIBLES 

All copayments, deduc=bles, and outstanding balances, MUST BE PAID AT THE TIME OF YOUR 
APPOINTMENT.  This arrangement is part of your contract with your insurance company.  Failure 
on our part to collect copayments and deductibles from patients can be considered fraud.  
Please help us in upholding the law by paying your copayment at each visit.  If you have an 
outstanding balance, we reserve the right to forward your account to collections, and to dismiss 
you from the practice.

REFERRALS 



If you require treatment by a specialized dentist (endodontist, periodontist, oral surgeon, 
orthodontist, oral pathologist, etc), we will refer you based on our knowledge of the specialist as 
a professional rather than by what insurance policies they accept.  It is your responsibility to 
check their insurance policy prior to being treated by the specialist.  You may need to contact 
your insurance company to find a specialist that participates with your insurance.

NON-COVERED SERVICES 

Please be aware that some of the services you receive may not be covered or may not be 
considered reasonable or necessary by insurers.  You are responsible for payment of these 
services.  We provide treatment based on what is best for your oral health, not based on what 
insurance companies dictate.

SELF PAY 

Payment in full is due at the time of service if you do not have dental insurance OR if we do not 
participate with your dental plan. We can provide a copy of the claim for your own submission.

CLAIM SUBMISSION 

As an accommodation, we shall submit your claims to your insurance company.  Your insurance 
company may need you to supply certain information directly.  It is your responsibility to comply 
with their request.  Please be aware that the balance of your claim is your responsibility whether 
or not your insurance company pays your claim.  Your insurance policy is a contract between 
you and your company.  If your insurance company does not pay our practice within 90 days 
after submitting your claim, you will be responsible for any unpaid balance.

INSURANCE AUTHORIZATION 

To submit a claim for insurance coverage, you, the patient, must consent to the recommended 
treatment and associated fees.  To the extent permitted by law, you also consent to the use and 
disclosure of your protected health information to carry out payment activities in connection with 
this claim.

RECORD REQUESTS 

In order to obtain a copy of your dental records, a written request will need to be executed by 
you prior to copies being made.  In accordance with the Federal Privacy Rule 164.524, Severna 
Park Family and Cosmetic Dentistry has up to 30 days to comply with your request.  In 
accordance with Maryland Health-General Article 4-304(c)(3) a per page copying fee may be 
collected before the documents are prepared.  A fee for mailing may also be collected.



RETURNED CHECK FEE 

You agree to pay $45.00 for each personal check returned for non-payment.

MINORS 

A parent or guardian must accompany minors to our office.  The responsibility for payment of 
services rendered to any minor whose parents are divorced rests with the parent seeking 
treatment.  Any court ordered responsibility judgment must be determined between the parents 
involved without the inclusion of our office.  

PATIENT BILLING 

We accept cash, check, and Visa/Mastercard/Discover/AMEX.  Any credit balances on a 
patient’s account will be applied to any unpaid balances.  If you have not met your deductible at 
the time of your visit to our office, this office will request payment for services rendered at the 
time of your visit.  If your deductible has been met, an initial invoice shall be generated after 
payment and/or explanation of benefits (EOB) is received from your insurance company/
companies and a balance is due.  If you have an outstanding balance, we reserve the right to 
forward your account to collections, and to dismiss you as a patient from the practice.  Thank 
you for understanding our billing policy.  

I agree to and acknowledge all the informa3on, disclosures, terms and condi3ons of our office policies 
contained on this Pa3ent Registra3on Form. 

                   _______________________________________________________                                                                                                                           

PRINT PATIENT’S NAME                       SIGNATURE- PATIENT,                  DATE 

                           PARENT/GUARDIAN 

                                 Or LEGAL CAREGIVER


