
C/l aseHealth-:1illlfl nee'" CHASE 0 Provider 10#: 62462 
FINA NCING OPTIONS 

Phone: Fax:Credit Application 

Patient Tracking # ____ 

Please fill out all information completely. If you already have a ChaseHealthAdvance Revolving Account or have questions 
please call (888) 519-6111. 

Applicant Information (The applicant is the patient, or parent/guardian if patient is a minor) 

'First Name I 'Middle Initial I 'Last Name 

I·Date o~ Birth'Social Security # I Home Phone# I "Other Personal phone# 
- - / 

'Mailing Address (including Apt #) ­ required 

'City I 'State I 'Zip I Email address 

Street Address (including Apt #) ­ Complete this section if the mailing address above contains a PO Box. I 

City I State I Zip 

TOTAL GROSS MONTHLY HOUSEHOLD INCOME: $ 

Residential Status: DOwn D Rent D Live with others D Other (Clarify): 
SOURCE OF INCOME: D Employed D Unemployed D Self Employed D Spouse D None D Other (Clarify): 

Alimony, child support, or separate maintenance income need not be revealed if you do not wish to have it considered as a basis for repaying this obligation. 
Married Wisconsin Residents: If you are applying for an individual account or ajoint account with someone who is not your spouse, combine your and your spouse's 
information on this application. 

Present Employer I Present Employer Phone #: I Present Occupation 

Personal Reference or Relative not living with you I Relationship I Telephone 

Ihereby authorize Chase Bank USA, NA to obtain and use information about my credit history and all information on this Application, and Iauthorize the release of such information to 

Chase Bank USA, NA Each applicant certifteS that he/she is 18 years of age or older (19 in NE,AL). By signing this Application, I authorize any doctor or other medical provider to 
release to Chase Bank USA,NA any information and records regarding my medical or dental procedures, treatments, devices, implants and other medical or dental services and 
products financed by means of the ChaseHealthAdvance Revolving Account (issued by Chilse Bank USA, NA). We comply wrth SeGUon 326 of the USA Patriot Act. This law 

mandates that we verify certain information about you while processing your Account application. Federal law requires us to obtain, verify and record information that identifies you when 

you open an account. We will use your name,address, date of birth and the other information provided for this purpose. 'This information is required to process your Application. The 

Provider (the seller of goods or services) is responsible for delivering to each applicant the ChaseHealthAdvance Revolving Account Agreement which sets forth your payment and other 
obligations relating to the financing of your procedures and/or purchases. "You agree that we may contact you about your account, including for customer service or collection at any 
address or telephone number as well as any cellular telephone number you provide us. Ohio Residents: The Ohio laws against discrimination require that all creditors make credit 

equally available to all credit-worthy customers, and that credrt reporting agencies maintain separate credit histories on each individual upon request. The Ohio civil rights 
commission administers compliance with this law. 

Name of Spouse _____________ Address of spouse ______________________ 
Married Wisconsin Residents : We are required to ask you to provide the name and address of your spouse. 

Applicant Signature: ________________ _ Date: _______ _ 

Fax this form to (888)519-6222 for processing 

CHAPP-709 



FLexible, Affordable Financing Options: 

• No down payment required 

• Payment plans to fit your budget 

• A generous cred it line for household use 

• No pre-payment penalties 

Plus, you can use your account at any 


ChaseHealthAdvance provider for any treatment, 


including dental, orthodontic, vision correction, 


hair restoration, cosmetic surgery and 


veterinary care. 


Provider Merchant 10 # 

Treatment Fee $_---- ­

Payment Plan 

Estimated Minimum 
Monthly Payment $_---­

Important: Please read carefully. 

To apply, you must be at least 18 years of age (19 in NE, AL) . 

In most cases, yo u w ill receive a credit decis io n in less than lS minutes. 
If we cannot approve you instantly, you wi ll receive a call from us for 
clarification of application informa tion inconsistencies or you will receive a 
letter in the mail from us regarding the credit decision wi thin 7-10 days. Once 
your financing is approved , you have 90 days to schedule and begin treatment. 

Check wi t h your doctor to see w hic h pla ns t hey acce pt . Not all doctors in 
the ChaseHealthAd vance program offer all of our financing plans . 

1. No Interest Payment Plans 
Purchase balance must be paid in full within the promotional period (3,6,12,18, 
or 24 months) , all mi nimum payments must be made and account must not 
otherwise be in default during the promotional period or finance charges 
wi ll be assessed on the balance due from the purchase date at the Annua l 
Percentage Rate (APR) of 24.75% to 27.99% (depending on credit hi story 
at the time of credit approval). Length of the promot ion al peri od could be 
sho rte r depending upon the timing and amo unt of your payments and the 
type of other account balances. 

2. Extended Payment Plans 
Fixed payments are required each month throughout the specified extended 
financing period (24, 36, 48 months) until the balance is paid in full . Finance 
charges will be applied to the balance due at the Annual Percentage Rate 
(A PR) of 11 .99% to 27.99% (depending on credit history and the medical 
specialty of the pract ice at the time of accou nt funding. Exact terms will be 
su pplied to you prior to opening your account.) 

Applicable to all plans: 
Default Rate: Equal to the non -default APR for a particular plan, plus up to 
10,00%, not to exceed an APR of 30.00%. 
Late Payment Fee: $39 
Returned Check Fee: $35 
Minimum Fi nance Charge, if assessed : $.50 
Additional details regarding promo tion al financing offers, payment allocation, 
minimum payment and default rules are contained in an account agreement 
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Payment pLans for the care you need. 

12 & 18 MONTH NO INTEREST PLANS 

EXTENDED PAYMENT PLANS 
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I 

yers offer dental benefits to help 

oyees pay for a portion of the 

heir dental care. Dental plans are 
to share in the cost of your 

are, not to completely pay for 
Almost all dental benefit plans 

:'!sult of a contract between the plan 

:usually an employer or a union) and 

- party payer (usually an insurance 

:). The amount your plan pays is 

ed by the agreement negotiated by 

)Ioyer with the insurer. Your dental 

is determined not by your dental 

. but by how much your employer 

:es to the plan. 



I 

_ ______ __ ___ ___ 

I 

. ms typically used to describe the 
5 of a dental plan may include 

lowing: 

sual, Customary and Reasonable) 
.; tomary and reasonable charges (UCR) arE' the 
amounts that will be covered by the plan For elligible 
The plan pays an establ ished percentage of the 
fee or pays the plan sponsor's 'customary" or 

)Ie" fee limit. whichever is less. Although these limits 
"customary,' they may or may not reflect the fees 

dentists charge Exceeding t he plan's customary 
lever, does not mean your dentist has. over­
for the procedure. Why? There are no regul'ations 
v insurance companies determine re imbursement 
su iting in wide fluctuat ion. In addition, insmance 
~s are not required to disclose how they determine 
stomary and reasonable" charges. 

Maximums 
l ta l programs have an annual dollar max imum. 
e maximum dollar amount a dental plan will pay 
le cost of dental care within a specific benef it period, 
he plan year. The plan purchaser/ employe r 
:he f inal decision on " maximum levels " of 
'sement through the contract wit h the 
:e company. The pat ien t is usually responsible 
g cost s above the annual maximum. Your employer 
It to resea rch plans that offer higher annua l 
ns when assessing how to better meet the 
. employees 

'ed Providers 
may want you to choose dental care from a list of 
red providers. This is a term that often is applied to 
Nho have a contract with the dental benefit plan. 
r or not you choose to receive dental care 
is defined group can affect the level of 
sement. 

isting Conditions 
lnedical insurance, a dental plan may not cover 
IS that existed before the pat ient enrolled in the 
s includes plans that have a "missing tooth " 
I. Benefits will not be pa id for replacing a tooth that 
;ing prior to the effective date of coverClqe. Even 
your plan may not cover certain condit ions, 
~ _ ... __ • • _ .. l- J I L___ ___ _ _____ •• 

, 

A dental plan may not cover certain procedures or preventive 
treatments. This does not mean that these t reatments are 
unnecessary. Patients need to be aware of the exclusions 
and limitations in their dental plan but should not let 
those factors determine their treatment decisions. 
Your dentist can help you decide what type of treatment is 
best for you. 

Coordination of Benefits and 

Coordinat ion of benefits (COB) is a method of integrat ing 
benefi ts payable for the same patient under more than one 
plan Benefits from all sources should not exceed 100% of 
the total charges 

Nondupllcation of benefi ts is a term used to describe one of 
the ways the secondary carrier may calculate its portion of the 
payment if a patient is covered by two benefit plans. The 
secondary carrier calculates what it would have paid if it were 
the primary plan and subtracts what the other plan paid. 

Even though you may have two or more dental benefit 
plans in place, there is no guarantee that any of the 
plans will pay for your services. Please consult With your 
own plan for further details regarding coordination of benefits 
and nonduplicat ion of benef lLs. 

Certain procedures may simply not be covered as 
often as necessary for optimal oral health. A common 
example might be a plan that pays for tooth cleaning only 
twice a year even though the patient requires cleaning every 
three months. Limitations may vary depending on the 
contract purchased. Limitations in coverage are the result 
of the fina ncial commitment the plan sponsor has agreed to 
make and the benefits the third-party payer will offer for 
that commitment. 

S, 
The plan provides benefits for those serv ices and materials 
that it considers to be dentally necessary and meet generally 
accepted standards of care. Based on the informat ion your 
dentis t submits, t he service may not appear to meet plan 
criteria and no benefit may be allowed. This does not mean 
that the services were not necessary. YOli or YOllr cienli '.1 
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Cost Control Measures 
To keep the premium costs down, insurance carriers will 
incorporate cost control measures into the plan design By 
incorporating cost control measures during the claims adjudi­
cation process, many t imes benefits are reduced or not paid 
at all. Some of the more common cost control measures are: 

Bundl ing - This is the systematic combining of dist inct 
dental procedures by third-party payers that result in a 
reduced benefit for the patient/ beneficiary 

Downcoding - ThiS is t he practice of thi rd-party payers in 
which the procedure code has been changed to a less complex 
and/or lower cost procedure (han was reported except where 
del ineated in contract agreements. 

Least Expensive Alternat ive Treatment - The dental plan 
may only allow benefits for the least expensive treatment for 
a cond it ion. As in the case of exclusions, pat ients should base 
t reatment decisions on their dental needs, not on their dental 
benefit coverages. In many instances, the least expensive 
alternative is not always the best option. You should 
consult with your dentist on the best treatment 
option for you. 

Explanation of Benefits (EOB) 
An EOB is a written statement to a beneficiary, from a third 
party payer, after a claim has been reported, ind icating th<.: 
benefit /charges covered or not covered by the dental bCII<.:1 il 
plan In those instances where the plan makes partial 
payment directly to the dentist , the remaining portion 
for which the patient is responsible should be 
prominently noted in the EOB. Any difference betwel'l l 
t he fee cha rged and the benef it paid may be due LO 
limitations in the dental plan contract. Typical informa l iOIl 
reporterl on an EOB includes 1) the t reatmenl ret->0l l vcI ()Il 
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