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IMPORTANT INSURANCE INFORMATION

All benefits provided by insurance companies are subject to limitations and exclusions.

We would like to make you aware of the process most insurance companies’ use. Insurance
companies often have what they call an “alternate benefit” clause. According to your particular
insurance policy, they will downgrade procedures that fit the criteria.

Great examples of alternate benefits are in the case of fillings. When there are alternate plans of
treatment, coverage is provided for the applicable percentage of the least costly, professionally
satisfactory, course of treatment. This includes, but is not limited to, services such as composite resin
fillings on molar teeth, in which case the benefits are based on the cost of the amalgam (silver) filling.
When a downgrade is applied to fillings, insurance will pay the percentage of the silver filling rate, and
the patient will be responsible for the difference between the white filling and the silver filling, plus their
copay percentage.

This also includes crowns, fixed bridges and implants, in which case the benefits will be based on the
cost of metal crowns, removable partial denture or fixed bridge. In most cases, we will send a preestimate to your insurance so we get a precise estimate of the dental procedures.

All treatment plans are individually prepared according to your insurance policy, your benefits and your
recommended treatment. We will give you the best estimate with the information supplied by you and
your insurance company. Insurance companies will not give a guarantee of benefits or payment as all
dental work is subject to review. We will try to help you understand your benefits and coverage. But we
encourage our patients to contact their insurance company if they have any questions regarding their
benefits.

Ultimately, you are responsible for all financial obligations for your treatment.
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