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BUSINESS POLICIES  
 

WELCOME TO UNIVERSITY DENTAL ASSOCIATES!   
Thank you for choosing us to be a part of your healthcare. 

 
 
DENTAL BENEFIT PLANS 
As in any business, University Dental Associates (UDA) maintains business policies that help us operate our business efficiently and 
effectively for our dental patients.  First and foremost, we have a personal and professional relationship with you (the patient).  
Professional services are rendered and charged to you, NOT YOUR DENTAL BENEFITS COMPANY.  We file dental benefit claims for 
our patients.  However, you must provide a copy of your dental benefits card.  If you have had changes in dental benefit coverage since 
your last visit, you are responsible for providing the correct dental benefit information to our office.  If we cannot verify your dental benefit 
information at any visit, you are responsible paying the full amount of charges at the time of service.  In this event, we will provide you 
with the information necessary to file your claim.  It is very important that you understand the specifications of your dental benefit 
coverage PRIOR to receiving dental treatment at University Dental Associates.  Please understand that you are personally 
responsible for payment of all dental services delivered to you by University Dental Associates.  Our business agreement is 
with you.  You will be responsible for all dental charges not paid in full or paid in a timely manner by your dental benefit plan.   
 
We will file your primary dental benefit claim(s) for you.  All deductibles and co-payment amounts not covered by your dental benefit 
company are expected in full at the time of service.  You are responsible for knowing what services your plan covers and when your 
services were last rendered.  Dental benefit companies do not guarantee payment on all services.  Fee and coverage information quoted 
by University Dental Associates is based on an estimate only.   
 
Financial arrangements for dental services must be made prior to starting any dental treatment.  University Dental Associates will not 
enter into disputes with dental benefits companies regarding unpaid claims.  It is the patient’s responsibility to ensure that all claims are 
paid.  It is also the patient’s responsibility to follow-up on any unpaid claims that have exceeded 30 days.  You will receive a monthly 
account balance statement from University Dental Associates regardless of what has been paid by or expected from your dental benefit 
company. This account balance statement will reflect what you owe to University Dental Associates.   If your dental benefit company has 
not paid on your account within 60 days, you are responsible for the unpaid balance.  If your account is not paid within 90 days, your 
account will be turned over to a collection agency, future appointments will be cancelled, and our doctors/staff will no longer provide 
dental services for you as a patient of University Dental Associates. 
 
Upon request, we will provide you with copies of any unpaid claim(s) that you may re-submit to your dental benefits company.  You are 
responsible for providing any additional information that your dental benefits company may request.   University Dental Associates must 
be able to verify your benefit coverage prior to all dental services.  We do not file for Workman’s Compensation or Medical Insurance for 
routine dental treatment. 
 
DENTAL FEE SCHEDULES AND USUAL, CUSTOMARY, REASONABLE (UCR) FEES  
University Dental Associate’s dental fees are based on our dental services provided to you, and our fee schedule is calculated according 
to dental community UCR fees.  Dental benefit companies’ UCR fee schedules are determined by dental benefit companies, and do not 
always match the UCR fee schedule of area dentists.  Therefore, dental benefit companies may or may not pay the full fee(s) charged for 
your dental services by University Dental Associates.  You are responsible for understanding what your dental benefit will pay regarding 
your dental treatment.  Our dentists provide dental treatment to you based on your dental needs - not on what dental benefit 
companies will pay on that treatment.  You are responsible for any fees not paid in full by your dental benefits company. 
 
BROKEN APPOINTMENTS 
Our time is valuable to us and our patients!  Our doctors and dental hygienists have very efficient daily schedules.  Therefore, we 
respectfully request that you inform us at least 24- 48 hours in advance if you are unable to keep a scheduled dental appointment.  If we 
do not receive at least a 24 hour notice, if you arrive late for the appointment, or if you do not show for the appointment, a broken 
appointment service charge will be billed to your account.   This fee will not be covered by your dental benefits plan.   After a broken 
appointment, it may be difficult for you to schedule another appointment in the practice before a six week waiting period.  Should you 
break more than two appointments, our doctors/staff can no longer provide dental services for you as a patient of University Dental 
Associates. 
 
REGISTRATION INFORMATION:  
It is your responsibility to inform University Dental Associates regarding changes in your address, phone number(s), employment and 
dental benefits.  THANK YOU! 
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PATIENT RIGHTS AND RESPONSIBILITIES 
 

The following is a list of UDA’S patient rights and responsibilities.  The purpose is to advise patients and employees of University Dental Associates of 
their duties and obligations to ensure that all patients/employees are treated with courtesy, dignity, and respect, to ensure that UDA provides the highest 
quality care in a safe and sanitary environment, and to ensure that all patients know that their oral and general health are the most important 
considerations for the treatment planned and rendered at University Dental Associates. 
 

1. Patients have the right to be treated with respect, consideration, and dignity by University Dental Associates.  Patients have the responsibility 
to treat other patients and healthcare providers they encounter at University Dental Associates with the same respect, consideration and 
dignity.   

2. Patients have the right to appropriate privacy with regard to their person and care.  Patients have the right to view UDA’s Advance Directives 
Policy. 

3. Patients have the right to have disclosures and records treated as confidential, and except when required by law or third party obligation, to 
have the opportunity to approve or refuse the release of clinical information to others. 

4. Patients have the right to be provided, to the degree known, complete information concerning their diagnosis, treatment plan and prognosis.  
When inadvisable to give this information to the patient, the information will be made available to an individual designated by the patient or to 
a legally authorized person.  

5. Patients have the right to participate in decisions involving their dental health.  This includes refusal of treatment, designation of care 
providers, and selection of appropriate treatment alternatives.  They have the obligation to seek answers about their care and the care 
delivery process, and to advise the appropriate University Dental Associate employee if they have questions that need to be addressed 
before treatment should be rendered.  Patients have the responsibility of providing complete and accurate information to the best of their 
ability about their health, any medications, including over-the-counter products and dietary supplements and any allergies or sensitivities. 

6. Patients have the right to know what services are available, what fees are due, when fees are due and other payment policies associated 
with services.  The patients are responsible for payment of fees in a timely manner and fulfilling their financial commitments to University 
Dental Associates. 

7. Patients have the right to express grievances and to make suggestions.  They have the obligation to inform their caregivers if they have 
questions or concerns about the care they receive, and to follow the clinician’s instructions both before and after treatment.  This includes 
medication as prescribed and keeping follow-up appointments as scheduled.  Patients have the right to change providers if other qualified 
providers are available. 

8. Patients have the right to be seen in a timely manner, or to be given an explanation for any excessive delay.  They have the right to 
reschedule their appointment in the event of an excessive delay.  Patients have the responsibility to keep scheduled appointments or to 
notify University Dental Associates at least 24 hours in advance if they cannot keep their scheduled appointment so that another patient may 
be scheduled. 

 
 

 (Please Initial items 1-5 and sign below)  
1. _____I agree to be responsible for payment of all services rendered on my behalf, and on the behalf of those named under the 

same UDA account. I understand that payment is due at the time of service unless a formal payment agreement is approved by 
UDA.  If a payment agreement is approved by UDA, and my account becomes delinquent (for nonpayment, insufficient funds, etc), I 
understand that my account will be placed with a collection agency if unpaid after 90 days.  I understand that UDA will charge a 
$25.00 fee for returned check(s).   I also understand that insufficient fund checks will not be reprocessed, and that I must then pay 
by cash, credit/debit card or money order.  

2. _____I authorize payment directly to University Dental Associates, Brian Blough, DDS, PA of any group dental benefits otherwise 
payable to me (if University Dental Associates is filing my insurance for me).   

3. _____I understand that my telephone interactions with UDA may be monitored for quality assurance purposes. 
4. _____I understand that if someone (other than myself), i.e., a guardian/caregiver/or other designated individual brings my 

dependent(s) in for dental appointments, dental and medical information concerning my dependent(s) may be released to that 
designated individual for treatment, payment and healthcare operations purposes. 

5. _____ I understand that a $25.00 fee will be charged for duplication of any component of my dental record when requested by me 
or a designated representative.  I understand that any fees I paid for original dental x-rays are for interpretation only and do not 
constitute my ownership of the x-rays themselves. 

 

I, ______________________________________ (print patient name) fully understand the terms outlined above regarding 
University Dental Associates Business Policies Agreement and Patient Rights and Responsibilities.    I have been offered the 
“Notice of Privacy Practices” protocol that outlines University Dental Associates policies on release of my dental or medical 
information for treatment, payment, and healthcare operations in the practice.  My questions concerning the information in this 
agreement and the terms listed above have been answered.  I understand that this agreement is in effect until cancelled by 
myself in writing. 
 
SIGNATURES:   
PATIENT OR PERSONAL REPRESENTATIVE __________________________________________________ DATE ______________ 
           
UDA EMPLOYEE REPRESENTATIVE/WITNESS ________________________________________________ DATE ______________ 


